:  V  *>.¥; 


JH9HH 
d-'r\  Hi 


V  ■ 


I 


^M 


Digitized  by  the  Internet  Archive 
in  2013 


http://archive.org/details/transact06sout 


TRANSACTIONS 


OF   THE 


SOUTHERN  SURGICAL  AND  GYNECOLOGICAL  ASSOCIATION. 


VOLUME  VI. 


SIXTH    SESSION, 

Held  at  New  Orleans,  La., 

November  14, 15,  and  16, 1893. 


PUBLISHED    BY   THE   ASSOCIA 
1894. 


Entered  according  to  the  Act  of  Congress,  in  the  year  1894,  by 

THE  SOUTHERN  SURGICAL  AND  GYNECOLOGICAL  ASSOCIATION, 

In  the  Office  of  the  Librarian  of  Congress  at  Washington. 


DORNAN,    PRINTER, 
PHILADELPHIA. 


OFFICERS  FOR   1893-1894. 


PRESIDENT. 


CORNELIUS  KOLLOCK,  Cheraw,  S.  C. 


VICE-PRESIDENTS . 


A.  B.  MILES,  New  Orleans,  La. 
J.  B.  S.  HOLMES,  Atlanta,  Ga. 


SECRETARY. 

WILLIAM  ELIAS  B.  DAVIS,  Birmingham,  Ala. 

TREASURER. 

HARDIN  P.  COCHRANE,  Franklin,  Tenn. 

JUDICIAL   COUNCIL. 

LEWIS  S.  McMURTRY,  Louisville. 
GEORGE  J.  ENGELMANN,  St.  Louis. 
HUNTER  McGUIRE,  Richmond. 
WM.  DAVID  HAGGARD,  Nashville. 
BEDFORD  BROWN,  Alexandria. 


H  3  87 


COMMITTEE  OF  PUBLICATION. 


WILLIAM  ELIAS  B.  DAVIS,  Birmingham. 
WILLIAM  BODDIE  ROGERS,  Memphis. 
VIRGIL  ORVIN  HARDON,  Atlanta. 


NOTE. 

The  Association  does  not  hold  itself  responsible   for  the 

views  enunciated  in  the  papers   and   discussions   published 

in  this  volume. 

W.  E.  B.  DAVIS,  M.D.,  Secretary, 

Birmingham,  Ala. 


CONTENTS. 


PAGE 

Officers v 

Members xi 

Constitution xxv 

By-laws xxvii 

Minu  tes  of  the  Sixth  Annual  Meeting xxx 


Annual  Address  of  the  President.  The  Southern  Surgical  and  Gyneco- 
logical Association — Its  Origin,  Objects,  and  Aims.  By  Bedford 
Brown,  M.D. 1 

Memorial  Address  in  Honor  of  Dr.  Ephraim  McDowell.     By  L.  S.  Mc- 

Murtry,  M.D 22 

The  Diagnosis  of  Pelvic  Inflammatory  Diseases.     By  Howard  A.  Kelly, 

M.D 37 

Conservative  Treatment  of  Pyosalpinx.     By  Cornelius  Kollock,  M.D.       43 

The   Incision  in  Abdominal  Section — -How  to    Close  It— Post-operative 

Complications  About  It.     By  Joseph  Price,  M.D 69 

Is  Operation  Demanded  in  All  Cases  of  Appendicitis?     The  Best  Time  to 

Operate.     By  A.  Morgan  Cartledge,  M.D. 85 

Intra-cranial  Neurectomy  and  Removal  of  the  Gasserian  Ganglion  for 

Intractable  Neuralgia.     By  Louis  McLane  Tiffany,  M.D.  .         .     108 

Vaginal  Hysterectomy  and  Hysterectomy  by  Morccllement ;  the  Vaginal 
Route  in  Pelvic  Operations  in  place  of  Laparotomy  or  the  Abdom- 
inal Method.     By  George  J.  Engelmann,  M.D 123 

Remarks  on  the  Surgical  Treatment  of  Epilepsy.     By  B.  E.  Hadra,  M.D.     144 

Trephining  as  a  Cure  for  Traumatic  Epilepsy.     By  John  T.  Chapman, 

M.D 158 

The  Management  of  the  Epicystic  Fistula  in  Prostatic  Enlargement.     By 

John  D.  S.  Davis,  M.D 169 

Tuberculosis  of  the  Bladder.     By  Hunter  McGuire,  M.D.         .         .         .     174 

Treatment  of  Gunshot  Wounds.     By  Willis  F.  Westmoreland,  M.D.      .     177 

A  Report  of   Twenty-two    Abdominal    Sections    in    General    Surgery. 

By  W.  B.  Rogers,  M.D 193 

Personal  Experience  in  the  Operative  Treatment  of  Stone  in  the  Bladder. 

By  W.  T.  Briggs,  M.D 220 

Hypertrophy  of  the  Omentum  in  Hernia.     By  George  A.  Baxter,  M.D.     250 


X  CONTENTS. 

PAGE 

Amputation  at  the  Hip-joint  by  Wyeth's  Bloodless  Method.     By  F.  W. 

Parham,  M.D 257 

Operative  Procedures  for  Carcinomatous  Tumors  of  the  Breast.     By  J. 

McFaddbn  Gaston,  M.D 271 

Diagnosis  of  Some  Abdominal  Tumors  supposed  to  be  Ovarian.      By  J.  A. 

Goggans,  M.D 2S3 

Does  Gonorrhoea  in  the  Female  Invariably  Prevent  Conception  ?     By  J. 

T.  Wilson,  M.D 292 

A  Case  of  Popliteal  Aneurism.  By  R.  M.  Cunningham,  M.D.  .  .  .  306 
Some   Remarks   on  the   Practical  Treatment  of  Hepatic  Abscess.      By 

Jambs  E.  Thompson,  M.D 309 

An  Extra-peritoneal  Method  of  Operating  in  Certain  Cases  of  Appendi- 
citis.   By  Bacon  Saunders,  M.D. 324 

Contusion  of  the  Brain.     By  J.  B.  Murpree,  M.D 329 

Hemorrhagic  Emissions.     By  G.  Frank  Ltdston,  M.D 336 

Suprapubic  Cystotomy.    By  B.  W.  Taylor,  M.D 341 

The  Recognition  and  Management  of  Wounds  of  the  Urinary  Bladder. 

By  Richard  Douglas,  M.D. 350 

A  Study  of  Six  Cases  of  Head  Injury  treated  by  Operation.    By  Manning 

Simons,  M.D 359 

Experience  with  Tubercular  Peritonitis.     By  T.  J.  Crofford,  M.D.  .     370 

Some  Important  Considerations  in  the  Management  of  Cases  after  Coeli- 

otomy.     By  Walter  A.  Crowe,  M.D 379 

Injuries  of  the  Spine.     By  E.  P.  Riggs,  M.D 386 


MEMBERS. 


Founder. — Baldridge,  Milton  Columbus,  M.D.  Ex- 
President  of  the  Medical  Association  of  the  State  of  Alabama. 
Huntsville,  Ala. 

Founder. — Baldwin,  Benjamin'  James,  M.D.  Attending 
Surgeon  to  the  Alabama  State  Institute  for  the  Blind ;  ex-President 
of  the  Alabama  State  Medical  Association.    Montgomery,  Ala. 

1892. — Barrow,  David,  M.D.  Fellow  of  the  American 
Association  of  Obstetricians  and  Gynecologists.    Lexington,  Ky. 

1890. — Baxter,  George  A.,  M.D.  Professor  of  Surgery  in 
the  Medical  Department  of  Grant  University ;  ex-President  of 
the  Tennessee  State  Medical  Association.  Vice-President,  1893. 
Chattanooga,  Tenn. 

1893. — Bickham,  Warren  S.,  M.D.  Demonstrator  of  Oper- 
ative Surgery,  Medical  Department  Tulane  University.  New 
Orleans,  La. 

1893. — Bloom,  J.  D.,  M.D.  Assistant  Surgeon-in-charge, 
Charity  Hospital ;  Consulting  Surgeon,  Touro  Infirmary ;  Lec- 
turer on  Diseases  of  Children,  Tulane  University. 

1892.— Blue,  William  R.,  M.D.     Louisville,  Ky. 

1893.— Bogart,  W.  G.,  M.D.  Professor  of  Diseases  of 
Women,  Chattanooga  Medical  College.     Chattanooga,  Tenn. 

1890. — Bosher,  Lewis  Crenshaw,  M.D.  Professor  of 
Anatomy  in  the  Medical  College  of  Virginia.     Richmond,  Va. 

Founder. — Briggs,  William  Thompson,  M.D.  Professor  of 
Surgery  in  the  Medical  Department  of  the  University  of  Nash- 
ville and  Vanderbilt  University ;  Surgeon  to  the  University 
Hospital  of  Nashville  and  the  Hospital  of  the  Good  Shepherd  ; 
ex-President  of  the  American  Surgical  Association ;  ex-President 
of  the  American  Medical  Association.  Member  of  Council, 
1888-'91.     Nashville,  Tenn. 

1889. — Brokaw,  Augustus  V.  L.,  M.D.  Professor  of  Anatomy 


xii  MEMBERS. 

in  the  Missouri  Medical  College ;  Assistant  to  the  Chair  of 
Surgery  and  Senior  Assistant  Surgeon,  St.  John's  Hospital. 
St.  Louis,  Mo. 

Founder. — Brown,  Bedford,  M.D.  Ex-President  of  the 
Medical  Society  of  Virginia ;  Member  of  the  Virginia  Board  of 
Medical  Examiners.  Vice-President,  1889.  Member  of  Council, 
1889-92,  1893-'98.     President,  1893.     Alexandria,  Va. 

Founder. — Browning,  John,  M.D.     Columbus,  Miss. 

1891. — Cartledge,  Abiah  Morga.n,  M.D.  Professor  of 
Principles  and  Practice  of  Surgery,  Louisville  Medical  College ; 
Visiting  Surgeon  to  the  Louisville  City  Hospital ;  Surgeon  to 
the  Louisville  Home  of  the  Friendless;  ex-President  of  the 
Louisville  Medico-Chirurgical  Society.     Louisville,  Ky. 

1892.— Cecil,  John  G.,  B.  S.,  M.D.  Professor  of  Obstetrics, 
Kentucky  School  of  Medicine,  Louisville,  Ky. ;  Consulting  Sur- 
geon to  Louisville  City  Hospital ;  Member  of  the  Kentucky  State 
Medical  Society  ;  of  Louisville  Surgical  Society  ;  of  Louisville 
Medico-Chirurgical  Society ;  of  Mississippi  Valley  Medical  As- 
sociation.    Louisville,  Ky. 

1892. — Chapman,  John  T.,  M.D.     Bessemer,  Ala. 

Founder. — Claiborne,  John  Herbert,  A.M.,  M.D.  Ex- 
President  and  Honorary  Fellow  of  the  Medical  Society  of 
Virginia ;  Fellow  of  the  Gynecological  Society  of  Boston. 
Petersburg,  Va. 

Founder. — Cobb,  W.  H.  H.,  M.D.  Ex-President  and  Chair- 
man of  the  Board  of  Censors  of  the  North  Carolina  Medical 
Association.     Goldsboro,  N.  C. 

Founder. — Cochrane,  Hardin  P.,  M.D.  Formerly  Surgeon 
to  the  Birmingham  Hospital  of  United  Charities ;  ex-President  of 
the  Jefferson  County  Medical  Society ;  formerly  Member  of  the 
Jefferson  County  Board  of  Medical  Examiners.  Treasurer, 
1887-97.     Franklin,  Tenn. 

1893. — Cocram,  Henry  S.,  M.D.     New  Orleans,  La. 

1893. — Coley,  Andrew  Jackson,  M.D.  Councillor  of  the 
Medical  Association  of  the  State  of  Alabama.  Alexander 
City,  Ala. 

1888. — Cooper,  Hunter  P.,  M.D.  Formerly  Professor  of 
Chemistry  in  Atlanta  Medical  College.     Atlanta,  Ga. 

Founder. — Copeland,  Benjamin  G.,  M.D.  Surgeon  to  the 
Birmingham  Hospital  of  United  Charities.     Birmingham,  Ala. 


MEMBERS.  xjii 

1893. — Crofford,  T.  J.,  M.D.  Professor  of  Physiology,  and 
Clinical  Lecturer  on  Gynecology  in  the  Memphis  Hospital  Med- 
ical College.     Memphis,  Tenn. 

1893. — Crow,  Walter  A.,  M.D.  Professor  of  Gynecology, 
Atlanta  Polyclinic.     Atlanta,  Ga. 

Founder. — Cunningham,  Russell  M.,  M.D.  Surgeon  to  the 
Pratt  Mines  Hospital.     Birmingham,  Ala. 

Founder. — Cupples,  George,  M.D.  Ex-President  of  the 
Texas  Medical  Association.     San  Antonio,  Texas. 

1891. — Dabney,  William  C,  M.D.  Professor  of  Obstetrics 
and  the  Practice  of  Medicine,  University  of  Virginia ;  ex- Presi- 
dent of  the  Virginia  Board  of  Medical  Examiners.  University 
of  Virginia,  Va. 

1888. — Dale,  John  Richard,  M.D.  Ex-Chairman  of  the 
Section  of  Gynecology  and  ex- Vice-President  of  the  Arkansas 
Medical  Association.     Arkadelphia,  Ark. 

Founder. — Davis,  John  D.  S.,  M.D.  Formerly  Gynecologist 
to  Birmingham  Hospital  of  United  Charities;  formerly  Chair- 
man of  the  Judicial  Council  of  the  Alabama  Surgical  and 
Gynecological  Association;  ex-President  of  the  Jefferson  County 
Medical  Society,  and  of  the  Board  of  Health.   Birmingham,  Ala. 

Founder. — Davis,  William  Elias  B.,  M.D.  Ex-President  of 
the  Tri-State  Medical  Society  of  Alabama,  Georgia,  and  Tennes- 
see ;  Fellow  of  the  American  Association  of  Obstetricians  and 
Gynecologists ;  formerly  Secretary  of  the  Surgical  Section,  and 
Vice-President  of  the  American  Medical  Association ;  Honorary 
Member  of  the  Medical  Society  of  the  State  of  New  York ; 
an  Honorary  President  of  Section  on  Abdominal  Surgery,  Pan- 
American  Medical  Congress,  1893  ;  Fellow  of  the  British  Gyne- 
cological Society  ;  formerly  Surgeon  to  the  Birmingham  Hos- 
pital of  United  Charities.  Secretary,  1887-97.  Birmingham,  Ala. 

1891. — Dean,G.  R.,  M.D.  Fellow  of  the  American  Association 
of  Obstetricians  and  Gynecologists.     Spartanburg,  S.  C. 

1892. — Dixon,  Archibald,  M.D.  Ex-President  of  the  Ken- 
tucky State  Medical  Society ;  ex-President  of  the  McDowell 
Medical  Society ;  ex-President  of  the  Mississippi  Valley  Medical 
Association.     Henderson,  Ky. 

Founder. — Douglas,  Richard,  M.D.  Ex-President  of  the 
Tri-State  Medical  Society  of  Alabama,  Georgia,  and  Tennessee ; 
Fellow  of  the  American  Association  of  Obstetricians  and  Gyne- 


xiv  MEMBERS. 

cologists ;  Fellow  of  the  British  Gynecological  Association ; 
Professor  of  Gynecology,  Medical  Department  of  Vanderbilt 
University.     Nashville,  Tenn. 

1891.— Dugan,  William  C,  M.D.  Professor  of  Clinical 
Surgery  in  the  Louisville  Medical  College.     Louisville,  Ky. 

1890.— Earnest,  J.  G.,  M.D.     Atlanta,  Ga. 

1891. — Edwards,  Landon  B.,  M.D.  Secretary  of  the  Vir- 
ginia Medical  Society ;  Professor  of  the  Practice  of  Medicine, 
College  of  Physicians  and  Surgeons.     Richmond,  Va. 

1891. — Elkin,  William  Simpson,  A.  B.,  M.D.  Professor  of 
Genito-urinary  Diseases  and  Clinical  Surgery  in  the  Southern 
Medical  College ;  ex-President  of  the  Atlanta  Society  of  Medi- 
cine.    Atlanta,  Ga. 

1889. — Engelmann,  George  J.,  A.M.,  M.D.  Master  in 
Obstetrics,  Vienna ;  late  Professor  of  Obstetrics  and  Diseases  of 
Women,  St.  Louis  Post-Graduate  School ;  Professor  of  Diseases 
of  Women  and  Operative  Midwifery,  Missouri  Medical  College ; 
Consulting  Surgeon  to  the  Female  Hospital,  and  to  the  St.  Anne's 
Lying-in  Asylum  ;  ex- Vice-President  of  the  American  Gyneco- 
logical Society.  President,  1890.  Council,  1890-'95.  St.  Louis, 
Mo. 

1891. — Evans,  James,  M.D.  Ex-President  of  the  South 
Carolina  State  Medical  Association ;  Member  of  the  South 
Carolina  State  Board  of  Health.     Florence,  S.  C. 

Founder. — Eve,  Duncan,  A.M.,  M.D.  Dean  and  Professor 
of  Surgery,  Medical  Department  of  the  University  of  Tennessee ; 
ex-President  of  the  Tennessee  State  Medical  Association ;  ex- 
Chairman  of  the  Surgical  Section  and  ex-First  Vice-President 
of  the  American  Medical  Association.  Vice-President,  1890. 
Nashville,  Tenn. 

Founder. — Ford,  Desaussure,  A.M.,  M.D.  Professor  of 
Obstetrics  and  Clinical  Surgery,  Medical  Department  of  the 
University  of  Georgia;  ex-President  of  the  Georgia  Medical 
Association.     Member  of  Council,  1887-'89.     Augusta,  Ga. 

1890. — Gaston,  James  McFadden,  M.D.  Professor  of 
Principles  and  Practice  of  Surgery  in  the  Southern  Medical 
College ;  Surgeon  to  Providence  Infirmary ;  ex-Chairman  of 
Surgical  Section  of  the  American  Medical  Association.  Vice- 
President,  1891.     President,  1892.     Atlanta,  Ga. 

1888. — Glenn,  William   F.,   M.D.      Professor   of  Genito- 


MEMBERS.  XV 

urinary  and  Venereal  Diseases,  Medical  Department  of  the 
University  of  Tennessee ;  Member  of  the  American  Association 
of  Genito-urinary  Surgeons ;  ex-President  of  the  Tennessee  State 
Medical  Society.     Nashville,  Tenn. 

Founder. — Goggans,  James  A.,  M.D.  Senior  Councillor  of 
the  Medical  Association  of  the  State  of  Alabama ;  Fellow  of  the 
British  Gynecological  Society.     Alexander  City,  Ala. 

Founder. — Graham,  Joseph,  M.D.     Charlotte,  N.  C. 

1892. — Grant,  Horace  H.,  M.D.  Professor  of  Surgery  in 
the  Hospital  College  of  Medicine;  Surgeon  to  the  Louisville  City 
Hospital.     Louisville,  Ky. 

1892. — Griffiths,  George  W.,  M.D.  Consulting  Surgeon  to 
the  Louisville  City  Hospital ;  Consulting  Surgeon  to  the  Jenny 
Cassady  Hospital  for  Women ;  Visiting  Surgeon  to  the  Sts.  Mary 
and  Elizabeth  Hospital;  President  of  the  Jefferson  County  Medi- 
cal Society.     Louisville,  Ky. 

Founder. — Hadra,  Berthold  Ernest,  M.D.  Formerly 
Professor  of  Surgery,  Texas  Medical  College  and  Hospital ;  ex- 
President  of  the  West  Texas  Medical  Association.  Vice-Presi- 
dent, 1890.     Galveston,  Texas. 

Founder. — Haggard,  William  David,  M.D.  Professor  of 
Gynecology  and  Diseases  of  Children,  Medical  Department  of 
the  University  of  Tennessee ;  President  of  the  Nashville  Ob- 
stetrical and  Gynecological  Society.  President,  1888.  Member 
of  Council,  1892-' 97.     Nashville  Tenn. 

1892. — Hall,  Rufus  Bartlett,  M.D.  Didactic  and  Clinical 
Lecturer  on  Gynecology  in  the  Miami  Medical  College ;  Surgeon- 
in-charge  of  the  Abdominal  Department  of  the  Presbyterian 
Hospital.     Cincinnati,  Ohio. 

Founder. — Hardon,  Virgil  Orvin,  M.D.  Professor  of  Ob- 
stetrics and  Diseases  of  Women  and  Children,  Atlanta  Medical 
College ;  Consulting  Physician  to  the  King's  Daughters'  Hospital ; 
Fellow  of  the  American  Gynecological  Society.  Member  of 
Council,  1888-93.     Atlanta,  Ga. 

1893. — Harlan,  John  James,  M.D.     Alexander  City,  Ala. 

Founder. — Herff,  Ferdinand,  M.D.    San  Antonio,  Texas. 

Founder. — Hogan,  S.  M.,  M.D.  Grand  Senior  Councillor 
and  ex-Vice-President  of  the  Medical  Association  of  the  State 
of  Alabama.     Union  Springs,  Ala. 

1891.— Holmes,  J.  B.  S.,  M.D.     President  of  the  Tri-State 


xvi  MEMBERS. 

Medical  Society  of  Alabama,  Georgia,  and  Tennessee ;  ex-Presi- 
dent of  the  Georgia  Medical  Association  ;  Fellow  of  the  American 
Association  of  Obstetricians  and  Gynecologists.     Atlanta,  Ga. 

1892.— Hunter,  H.  M.,  M.D.     Union  Springs,  Ala. 

1888. — Jelks,  James  Thomas,  M.D.  Formerly  Professor  of 
Diseases  of  the  Genito-urinary  Organs  in  the  College  of  Physicians 
and  Surgeons,  Chicago ;  ex-Chairman  of  the  Surgical  Section  of 
the  American  Medical  Association.     Hot  Springs,  Ark. 

1889. — Johnson,  Joseph  Taber,  A.M.,  M.D.  Professor  of 
Gynecology  in  the  Medical  Department  of  the  Georgetown 
University ;  Gynecologist  to  the  Providence  Hospital ;  formerly 
Secretary  of  the  American  Gynecological  Society ;  Fellow  of  the 
British  Gynecological  and  British  Medical  Associations ;  Presi- 
dent of  the  Washington  Obstetrical  and  Gynecological  Society. 
Washington,  D.  C. 

Founder. — Johnston,  George  Benjamin,  M.D.  Physician 
to  St.  Joseph's  Female  Orphan  Asylum ;  Physician  to  St.  Sophia's 
Home  for  the  Aged ;  Consulting  Surgeon  to  the  Richmond  Eye, 
Ear,  and  Throat  Infirmary ;  Professor  of  Surgery,  Medical 
College  of  Virginia ;  ex-President  of  the  Richmond  Academy 
of  Medicine ;  ex-President  of  the  Richmond  Medical  and  Sur- 
gical Society.     Vice-President,  1892.     Richmond,  Va. 

1893.— Keiller,  William,  M.D.,  F.R.C.S.  Ed.  Professor 
of  Anatomy,  Medical  Department  of  the  University  of  Texas. 
Galveston,  Texas. 

1890. — Kelly,  Howard  Atwood,  M.D.  Professor  of 
Gynecology  in  the  Johns  Hopkins  University ;  Gynecologist 
and  Obstetrician  to  the  Johns  Hopkins  Hospital  of  Baltimore ; 
Founder  of  and  Consulting  Surgeon  to  the  Kensington  Hospital 
of  Philadelphia ;  ex-President  of  the  Protestant  Episcopal 
Hospital  of  Philadelphia ;  Fellow  of  the  American  Gynecological 
Society.     Baltimore,  Md. 

1888. — Kollock,  Cornelius,  A.M.,  M.D.  Ex-President  of 
the  South  Carolina  Medical  Association ;  Corresponding  Member 
of  Boston  Natural  History  Society ;  Vice-President  of  the  Ameri- 
can Gynecological  Society.  Vice-President,  1892.  President, 
1894.     Cheraw,  S.  C. 

1893. — Lee,  George  H.,  M.D.  Lecturer  on  Gynecology, 
University  of  Texas ;  Assistant  to  Chair  of  Pathology.  Galves- 
ton, Texas. 


MEMBERS.  xvii 

1889.— Le  Grand,  John  C,  M.D.  Councillor  of  the  Medical 
Association  of  the  State  of  Alabama.     Anniston,  Ala. 

1893. — Lewis,  Ernest  S.,  M.D.  Professor  of  Gynecology, 
Medical  Department  of  the  Tulane  University.   New  Orleans,  La. 

1893. — Lewis,  Hampden  S.,  M.D.     New  Orleans,  La. 

1893. — Loeber,  Frederick,  M.D.  House  Surgeon,  Touro 
Infirmary.     New  Orleans,  La. 

Founder.  — Long,  G.  W.,  M.D.  Professor  of  Gynecology,  Rich- 
mond Medical  College  ;  Lecturer  on  Urinalysis  in  the  School  of 
Pharmacy,  Trinity  College,  North  Carolina  ;  Second  Vice-Presi- 
dent and  Orator  of  the  North  Carolina  State  Medical  Society, 
1892.     Richmond,  Va. 

1889.— Lydston,  G.  Frank,  A.M.,  M.D.  Professor  of  Sur- 
gical Diseases  of  the  Genito-urinary  Organs  in  the  College  of 
Physicians  and  Surgeons,  Chicago.     Chicago,  111. 

Founder. — McCarty,  James  H.,  M.D.  Formerly  Demon- 
strator of  Anatomy,  Atlanta  Medical  College  ;  ex-President  of 
the  Jefferson  County  Medical  Society.     Birmingham,  Ala. 

Founder. — McGuire,  Hunter  Holmes,  M.D.,  LL.D.  For- 
merly Professor  of  Surgery,  Virginia  Medical  College ;  ex- 
President  of  the  Virginia  Medical  Society  ;  ex-President  of  the 
American  Surgical  Association ;  ex-President  of  the  Association 
of  Medical  Officers  of  the  Army  and  Navy,  Confederate  States ; 
ex-Vice-President  of  the  International  Medical  Congress;  ex- 
Vice-President  and  ex-President  of  the  American  Medical  Associa- 
tion. Member  of  Council,  1887-88,  1889-91,  and  1891-'96. 
President,  1889.     Richmond.  Va. 

1893. — McGuire,  Stuart,  M.D.  Professor  of  Surgery  in 
the  College  of  Physicians  and  Surgeons.     Richmond,  Va. 

1891. — McGuire,  William  Edward,  M.D.    Richmond,  Va. 

1893.— McLaughlin,  J.  W.,  M.D.     Austin,  Texas. 

1888.— McMurtry,  Lewis  S.,  A.M.,  M.D.  Ex-President  of 
the  American  Association  of  Obstetricians  and  Gynecologists ; 
Fellow  of  the  Edinburgh  Obstetrical  Society ;  ex-President  of 
the  Kentucky  State  Medical  Society ;  Corresponding  Member  of 
the  Obstetrical  Society  of  Philadelphia ;  Corresponding  Member 
of  the  Gynecological  Society  of  Boston ;  Honorary  Fellow  of 
the  Medical  Society  of  the  State  of  New  York.  President,  1891. 
Member  of  Council,  1892-'94.     Louisville,  Ky. 

1888. — McRae,  Floyd  Wilcox,  M.D.     Formerly  Demon- 

S  Surg  b 


xviii  MEMBERS. 

strator  of  Anatomy  and  Lecturer  on  Venereal  Diseases,  Atlanta 
Medical  College ;  Professor  of  Physiology  in  the  Southern  Medical 
College.     Atlanta,  Ga. 

1891.— Marcy,  Henry  Orlando,  A.M.,  M.D.,  LL.D.  Ex- 
President  of  the  American  Medical  Association;  President  of 
the  Section  of  Gynecology,  Ninth  International  Medical  Con- 
gress; late  President  of  the  American  Academy  of  Medicine; 
Corresponding  Member  of  the  Medico-Chirurgical  Society  of 
Bologna,  Italy ;  Fellow  of  the  American  Association  of  Obste- 
tricians and  Gynecologists.  336-338  Bolyston  St.,  Boston, 
Mass. 

1891.— Martin,  K.  W.,  M.D.     Chatham,  Va. 

1890.— Mastin,  Claudius  Henry,  M.D.,  LL.D.  Ex-Presi- 
dent of  the  American  Surgical  Association ;  First  Vice-President 
of  the  Congress  of  American  Physicians  and  Surgeons ;  Member 
of  the  American  Andrological  Association ;  Member  of  the  Boston 
Gynecological  Society.     Mobile,  Ala. 

1889. — Mathews,  Joseph  M.,  M.D.  Professor  of  Principles 
and  Practice  of  Surgery  and  Diseases  of  the  Rectum,  Kentucky 
School  of  Medicine ;  Consulting  Surgeon  to  the  Louisville  City 
Hospital ;  Consulting  Surgeon  to  the  Sts.  Mary  and  Elizabeth 
Hospital ;  ex-President  of  the  Mississippi  Valley  Medical  Asso- 
ciation.    Louisville,  Ky. 

1888. — Maury,  Richard  Brooks,  M.D.  Professor  of  Gyne- 
cology, Memphis  Hospital  Medical  College ;  Fellow  of  the  Ameri- 
can Gynecological  Society  ;  Fellow  of  the  British  Gynecological 
Society.     Memphis,  Tenn. 

1890.— Michael,  Jacob  Edwin,  A.B.,  A.M.,  M.D.  Pro- 
fessor of  Obstetrics  in  the  University  of  Maryland  ;  Surgeon  to 
the  University  Hospital ;  formerly  Professor  of  Anatomy  and 
Clinical  Surgery  in  the  University  of  Maryland.  Baltimore, 
Maryland. 

Founder. — Miles,  Albert  B.,  M.D.  Professor  of  Surgery, 
Medical  Department  of  Tulane  University.     New  Orleans,  La. 

1890. — Moore,  K.P..M.D.  Professor  of  Anatomy,  Physiology, 
and  Hygiene  in  the  Mereer  University ;  ex-President  of  the 
Georgia  State  Medical  Association  ;  ex-President  of  the  Middle 
Georgia  Medical  Society ;  ex-President  of  the  Macon  Medical 
Society.     Macon,  Ga. 

1893.— Mudd,  H.  H.,  M.D.     Professor  of  Surgery,  St.  Louis 


MEMBERS.  xjx 

Medical  College;  Fellow  of  the  American  Surgical  Association; 
Surgeon  to  St.  Luke's  Hospital.     St.  Louis,  Mo. 

1891. — Murfree,  James  Brickle,  M.D.  Ex-President  of 
the  Tennessee  State  Medical  Society ;  Councillor  of  the  Tri- 
State  Medical  Society  of  Alabama,  Georgia,  and  Tennessee; 
President  of  the  State  Board  of  Medical  Examiners  of  Tennessee. 
Murfreesboro,  Tenn. 

Founder. — Nash,  Herbert  Milton,  M.D.  Consulting  Sur- 
geon to  the  Retreat  for  the  Sick  (Hospital),  Norfolk ;  Visiting 
Surgeon  of  the  Hospital  of  St.  Vincent  de  Paul ;  ex-President 
of  the  Norfolk  City  Medical  Society ;  Member  of  the  State  Board 
of  Medical  Examiners,  Virginia.     Norfolk,  Va. 

1891.— Nelson,  H.  T.,  M.D.  Member  of  the  Medical  Exam- 
ining Board  of  Virginia.     Charlottesville,  Va. 

1889. — Nicolson,  William  Perrin,  M.D.  Professor  of 
Surgery,  Southern  Medical  College.     Atlanta,  Ga. 

1890.— Noble,  George  H.,  M.D.     Atlanta,  Ga. 

1890.— Nunn,  R.  J.,  M.D.     Savannah,  Ga. 

1890.— Opie,  Thomas,  M.D.  Dean  of  the  College  of  Physi- 
cians and  Surgeons  of  Baltimore ;  formerly  Professor  of  Ob- 
stetrics, and  Physician-in-charge  of  the  Maryland  Maternity 
Hospital ;  Professor  of  Gynecology  in  the  College  of  Physicians 
and  Surgeons,  and  Surgeon-in-charge  of  the  Department  of  Dis- 
eases of  Women  in  the  Baltimore  City  Hospital ;  ex-President 
of  the  Baltimore  Obstetrical  and  Gynecological  Association. 
Baltimore,  Md. 

1889. — Owen,  Abraham  Miconious,  M.D.  Professor  of 
Surgery,  Hospital  of  the  Medical  College;  Consulting  Surgeon 
to  the  City  Hospital,  County  Infirmary,  and  the  Home  of  the 
Aged ;  ex-President  of  the  Mississippi  Valley  Medical  Association. 
Evansville,  Ind. 

Founder. — Paine,  John  Fannin  Yotjng,  M.D.  Dean  and 
Professor  of  Obstetrics  and  Diseases  of  Women  and  Children  in 
the  Texas  Medical  College  and  Hospital ;  Fellow  of  the  American 
Association  of  Obstetricians  and  Gynecologists ;  ex-President  of 
the  Texas  Medical  Association.     Galveston,  Texas. 

1888.— Parham,  F.  W.,  M.D.  Professor  in  the  New  Orleans 
Polyclinic.     New  Orleans,  La. 

1893.— Parish,  W.  H.,  M.D.  Gynecologist  to  St.  Agnes  Hos- 
pital ;    Consulting  Surgeon,  Kensington   Hospital ;    Consulting 


xx  MEMBERS. 

Obstetrician,  Lying-in  Charity ;  Professor  of  Anatomy,  Woman's 
Medical  College  of  Pennsylvania ;  Professor  of  Obstetrics,  Dart- 
mouth Medical  College.     Philadelphia,  Pa. 

1893. — Parker,  William  E.,  M.D.  Visiting  Surgeon, 
Charity  Hospital.     New  Orleans,  La. 

1889. — Pendleton,  John  Edward,  M.D.  President  of  the 
McDowell  Medical  Society  ;  Member  of  the  Medical  Examining 
Board  of  Kentucky.     Hartford,  Ky. 

1889.— Polk,  William  M.,  M.D.  Professor  of  Obstetrics 
and  Diseases  of  Women  and  Children,  University  of  the  City  of 
New  York;  Physician  to  the  Bellevue  Hospital,  and  to  the 
Emergency  Lying-in  Hospital ;  Consulting  Gynecologist  to  St. 
Luke's  Hospital ;  Fellow  of  the  American  Gynecological  Society. 
New  York,  N.  Y. 

1889. — Potter,  William  Warren,  M.D.  Consulting 
Gynecologist  to  the  Maternity  Hospital ;  Chairman  of  the  Sec- 
tion of  Obstetrics  and  Diseases  of  Women,  American  Medical 
Association,  1890 ;  ex-President  of  the  Buffalo  Medical  Society  ; 
ex-President  of  the  Medical  Society  of  the  State  of  New  York ; 
Secretary  of  the  American  Association  of  Obstetricians  and 
Gynecologists;  Chairman  of  the  Section  on  Abdominal  Surgery, 
Pan-American  Medical  Congress,  1893.     Buffalo,  N.  Y. 

1889. — Price,  Joseph,  A.M.,  M.D.  Physician-in-charge  of 
the  Obstetrical  and  Gynecological  Department  of  the  Phila- 
delphia Dispensary ;  Fellow  of  the  American  Association  of 
Obstetricians  and  Gynecologists.  Vice-President,  1893.  Phila- 
delphia, Pa. 

1892. — Prince,  Malloy  Daniel,  M.D.    Laurinburgh,  N.C. 

1890. — Reamy,  Thaddeus  Asbury,  A.M.,  M.D.,  LL.D. 
Professor  of  Clinical  Gynecology  in  the  Medical  College  of  Ohio ; 
Obstetrician  and  Gynecologist  to  the  Cincinnati  Hospital ; 
Gynecologist  to  the  Good  Samaritan  Hospital ;  Surgeon  to 
the  Cincinnati  Woman's  Hospital ;  Consulting  Gynecologist  to 
Christ's  Hospital ;  Consulting  Gynecologist  to  the  Ohio  State 
Woman's  Hospital ;  ex-President  of  the  American  Gynecological 
Society ;  ex-President  of  the  Ohio  State  Medical  Society ;  ex- 
President  of  the  Cincinnati  Obstetrical  Society  and  Academy  of 
Medicine ;  Corresponding  Member  of  the  Boston  Gynecological 
Society,  and  of  the  Detroit  Academy  of  Medicine.  Cincinnati, 
Ohio. 


MEMBERS.  xx[ 

1890. — Reed,  Charles  Alfred  Lee,  M.D.  Professor  of 
Gynecology  and  Abdominal  Surgery  in  the  Cincinnati  College  of 
Medicine  and  Surgery;  Surgeon  to  the  Cincinnati  Free  Hospital 
for  Women ;  Fellow  of  the  American  Association  of  Obstetricians 
and  Gynecologists ;  Fellow  of  the  British  Gynecological  Society; 
ex-Chairman  of  the  Section  on  Obstetrics  and  Diseases  of  Women 
of  the  American  Medical  Association  ;  Secretary-General  of  the 
Pan-American  Medical  Congress,  1893 ;  Honorary  Member  of 
the  Medical  Society  of  the  State  of  New  York.  Cincinnati, 
Ohio. 

1893.—  Riggs,  E.  P.,  M.D.     Birmingham,  Ala. 

1888. — Roberts,  William  O.,  M.D.  Professor  of  Operative 
Surgery  and  Surgical  Pathology,  Medical  Department  of  the 
University  of  Louisville ;  formerly  Secretary  of  the  Surgical 
Section  of  the  American  Medical  Association.  Vice-President, 
1889.     Louisville,  Ky. 

1889. — Robinson,  William  Lovaille,  M.D.  Fellow  of  the 
American  Association  of  Obstetricians  and  Gynecologists ;  ex- 
President  of  the  Danville  Medical  Society ;  Member  of  the 
Medical  Examining  Board  of  Virginia.     Danville,  Va. 

1892. — Rodman,  William  L.,  M.D.  Demonstrator  of  Sur- 
gery in  the  University  of  Louisville ;  Surgeon  to  the  Louisville 
City  Hospital  and  the  Sts.  Mary  and  Elizabeth  Hospital.  Louis- 
ville, Ky. 

Founder. — Rogers,  William  Boddie,  M.D.  Professor  of 
the  Practice  of  Surgery  and  Clinical  Surgery,  Memphis  Hospital 
Medical  College  ;  Vice-President  of  the  National  Association  of 
Railway  Surgeons.     Memphis,  Tenn. 

1890. — Rohe,  George  Henry,  M.D.  Professor  of  Obstet- 
rics and  Hygiene  in  the  College  of  Physicians  and  Surgeons ; 
Director  of  the  Maryland  Maternite;  Fellow  of  the  American 
Association  of  Obstetricians  and  Gynecologists.  Catonsville, 
Baltimore  Co.,  Md. 

1891. — Ross,  George,  M.D.  Formerly  Lecturer  on  Anatomy 
and  Clinical  Surgery  in  Summer  School  Medical  College  of 
Virginia;  Member  of  the  Virginia  State  Medical  Society;  Vice- 
President  of  the  National  Association  of  Railway  Surgeons. 
Richmond,  Va. 

1893.— Saunders,  Bacon,  M.D.     Fort  Worth,  Texas. 

Founder. — Schilling,  Nicholas,  M.D.   Cedar  Bayou,  Texas. 


xxii  MEMBERS. 

1893.— Senn,  Nicholas,  M.D.,  Ph.D.,  LL.D.  Professor  of  the 
Practice  of  Surgery  and  Clinical  Surgery,  Rush  Medical  College  ; 
Professor  of  the  Practice  of  Surgery,  Chicago  Polyclinic ;  Attend- 
ing Surgeon,  Presbyterian  Hospital ;  Surgeon  to  St.  Joseph's 
Hospital ;  ex-President  of  the  American  Surgical  Association. 
Chicago,  111. 

Founder. — Shivers,  Ofpa  Lunsford,  M.D.  Councillor  of 
the  Alabama  Medical  Association.     Marion,  Ala. 

Founder. — Sholl,  Edward  Henry,  A.M.,  M.D.  Consulting 
Physician  to  the  Birmingham  Hospital  of  United  Charities ;  ex- 
President  of  the  Medical  Association  of  the  State  of  Alabama ; 
Member  of  the  State  Board  of  Censors  and  of  the  Committee  of 
Public  Health,  Alabama.     Birmingham,  Ala. 

1892.— Simons,  F.  Grange,  M.D.  Ex-President  of  the  South 
Carolina  Medical  Association ;  Member  of  the  State  Board  of 
Health  of  South  Carolina ;  formerly  President  of  the  Charleston 
County  Medical  Society.     Charleston,  S.  C. 

1893. — Simons,  Manning,  M.D.  Professor  of  Clinical  Sur- 
gery in  the  Medical  College  of  the  State  of  South  Carolina; 
Surgeon  to  St.  Francis  Infirmary ;  Surgeon  to  City  Hospital. 
Charleston,  S.  C. 

Founder. — Souchon,  Edward,  M.D.  Professor  of  Anatomy 
and  Clinical  Surgery,  Medical  Department  of  Tulane  University. 
New  Orleans,  La. 

Founder. — Stone,  Isaac  Scott,  M.D.  Gynecologist  to 
Columbia  Hospital ;  Fellow  of  the  American  Association  of 
Obstetricians  and  Gynecologists ;  Fellow  of  the  British  Gyne- 
cological Society ;  formerly  Member  of  the  Medical  Examining 
Board  of  Virginia.     Washington,  D.  C. 

Founder.—  Taylor,  B.  W.,  M.D.  Ex-President  of  the  State 
Medical  Association  of  South  Carolina;  ex-President  of  the 
Columbia  Medical  Society.     Columbia,  S.  C. 

Founder. — Taylor,  Hugh  M.,  M.D.  President  of  the  Vir- 
ginia Board  of  Medical  Examiners.     Richmond,  Va. 

1892. — Thompson,  J.  E.,  M.D.  Professor  of  Surgery  in  the 
University  of  Texas.     Galveston,  Texas. 

1891. — Tiffany,  Louis  McLane,  M.D.  Professor  of  Surgery 
in  the  University  of  Maryland  ;  Fellow  of  the  American  Surgical 
Association.     Baltimore,  Md. 


MEMBERS.  xxiii 

1890. — Tompkins,  Christopher,  M.D.  Professor  of  Obstet- 
rics in  the  Medical  College  of  Virginia.     Richmond,  Va. 

1891. — Trippe,  Richard  Jefferson,  M.D.  Ex-President 
of  the  Chattanooga  Medical  Society.     Chattanooga,  Tenn. 

1893.— Tucker,  F.  H.,  M.D.  President  of  the  Board  of 
Medical  Examiners  in  Second  Judicial  District  of  Texas.  San 
Augustine,  Texas. 

1889. — Tuholske,  Herman,  M.D.  Professor  of  Surgery, 
Missouri  Medical  College.    St.  Louis,  Mo. 

1891. — Vance,  Ap  Morgan,  M.D.  Fellow  of  the  American 
Orthopedic  Association.     Louisville,  Ky. 

1893.— Vander  Veer,  Albert,  A.M.,  M.D. — Professor  of 
Clinical,  Didactic  and  Abdominal  Surgery,  Albany  Medical  Col- 
lege ;  Fellow  of  the  American  Surgical  Association ;  ex-Presi- 
dent of  the  American  Association  of  Obstetricians  and  Gyne- 
cologists.    Albany,  N.  Y. 

Founder. — Vaughan,  Bolivar  A.,  M.D.     Columbus,  Miss. 

1891. — Walker,  Edwin,  M.D.,  Ph.D.  Gynecologist,  Evans- 
ville  City  Hospital ;  ex-President  of  the  Indiana  State  Medical 
Society;  Fellow  of  the  American  Association  of  Obstetricians 
and  Gynecologists.     Evansville,  Ind. 

Founder. — Wathen,  William  Hudson,  M.D.  Professor  of 
Abdominal  Surgery,  Obstetrics,  and  Gynecology  in  the  Kentucky 
School  of  Medicine ;  ex-Chairman  of  the  Section  on  Obstetrics 
and  Diseases  of  Women,  American  Medical  Association ;  ex- 
President  of  the  Kentucky  State  Medical  Society ;  Consulting 
Gynecologist  to  the  Louisville  City  Hospital ;  Fellow  of  the 
American  Gynecological  Society.     Louisville,  Ky. 

Founder. — Wellford,  John  Spotswood,  M.D.  Professor  of 
Diseases  of  Women  and  Children,  Medical  College  of  Virginia  ; 
President  of  the  Richmond  Academy  of  Medicine.  Richmond, 
Virginia. 

1888. — Westmoreland,  Willis  F.,  M.D.  Professor  of 
Surgery,  Atlanta  Medical  College.     Atlanta,  Ga. 

1891.— Wheat,  Louis,  M.D.     Richmond,  Va. 

1890.— Wilson,  Henry  Parke  C,  A.M.,  M.D.  Ex-Presi- 
dent of  the  Medical  and  Chirurgical  Faculty  of  Maryland  and 
of  the  Baltimore  Academy  of  Medicine,  and  of  the  Baltimore 
Gynecological  and  Obstetrical  Society ;  Surgeon  to  the  Hospital 
for  Women,  of  Maryland  ;  Consulting  Gynecologist  to  St.  Agnes 


xxiv  MEMBERS. 

Hospital ;  Consulting  Surgeon  to  the  Johns  Hopkins  Hospital ; 
Fellow  of  the  British  Medical  Association,  and  of  the  British 
Gynecological  Society;  ex-President  of  the  American  Gyneco- 
logical Society.     Baltimore,  Md. 

.Founder.— "Wilson,  J.  T.,  M.D.  Ex-President  of  the  North 
Texas  Medical  Association.  Vice-President,  1891.  Sherman, 
Texas. 

1893.— Woolf,  T.  J.,  M.D.     New  Orleans,  La. 

1891. — Wyeth,  John  Allan,  M.D.  Professor  of  Surgery, 
New  York  Polyclinic ;  Consulting  Surgeon  to  St.  Elizabeth 
Hospital ;  Visiting  Surgeon  to  Mt.  Sinai  Hospital  and  Polyclinic 
Hospital ;  Honorary  Member  of  the  Texas  State  Medical  Asso- 
ciation ;  ex-President  of  the  New  York  Pathological  Society. 
New  York  City. 

1889— Yandell,  David  W.,  M.D.  Professor  of  the  Princi- 
ples of  Surgery  and  Clinical  Surgery  in  the  Medical  Department 
of  the  University  of  Louisville ;  ex-President  of  the  American 
Surgical  Association ;  ex-President  of  the  American  Medical 
Association.     Louisville,  Ky. 
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ARTICLE  I. 


The  name  of  this  Association  shall  be  The  Southern 
Surgical  and  Gynecological  Association. 

ARTICLE  II. 

The  object  of  this  Association  is  to  further  the  study  and 
practice  of  surgery  and  gynecology  among  the  profession  of 
the  Southern  States. 

ARTICLE  III. 

This  Association  shall  adopt  and  conform  to  the  Code  of 
Ethics  of  the  American  Medical  Association. 

ARTICLE  IV. 

Any  reputable  physician,  who  practises  surgery  or  gynecology, 
and  who  is  vouched  for  by  two  members  of  the  Association,  and 
recommended  by  the  Council,  shall  be  eligible  to  membership  in 
this  body. 

ARTICLE  V. 

Section  1.  The  officers  of  this  Association  shall  be  a  President, 
two  "Vice-Presidents,  a  Secretary,  a  Treasurer,  and  a  Council, 
elected  by  ballot,  without  nomination. 

Sec.  2.  The  President  and  Vice-Presidents  shall  be  elected  for 
one  year,  and  the  President  shall  not  be  eligible  for  re-election 
at  any  time ;  the  Secretary  and  Treasurer,  each,  for  five  years, 
and  the  Council  as  provided  for  in  the  By-laws. 
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ARTICLE  VI. 


Section  1.  It  shall  be  the  duty  of  the  President  to  preside  at 
all  meetings  of  the  Association  ;  to  give  the  casting  vote ;  to  see 
that  the  rules  of  order  and  decorum  be  properly  enforced  in 
all  deliberations  of  the  Association  ;  to  sign  the  approved  pro- 
ceedings of  each  meeting,  and  to  approve  such  orders  as  may  be 
drawn  upon  the  Treasurer  for  expenditures  ordered  by  the  Asso- 
ciation. 

Sec.  2.  In  the  absence  of  the  President  the  first  Vice-President 
shall  preside,  and  in  his  absence  the  second  Vice-President  shall 
preside. 

Sec.  3.  In  the  absence  of  all  three,  the  Association  shall  elect 
one  of  its  members  to  preside  pro  tern. 

Sec.  4.  It  shall  be  the  duty  of  the  Secretary  to  keep  a  true  and 
correct  record  of  the  proceedings  of  the  meetings ;  to  preserve 
all  books,  papers  and  articles  belonging  to  the  archives  of  the 
Association ;  to  attest  all  orders  drawn  on  the  Treasurer  for 
moneys  appropriated  by  the  Association  by  the  seal  of  the  Asso- 
ciation ;  to  keep  the  account  of  the  Association  with  its  members  ; 
to  keep  a  register  of  the  members,  with  the  dates  of  their  admis- 
sion and  places  of  residence.  He  shall  collect  all  moneys  due 
from  the  members  and  pay  to  the  Treasurer,  taking  his  receipt 
for  the  same.  He  shall  report  such  unfinished  business  of  pre- 
vious meetings  as  may  appear  on  his  books  requiring  action,  and 
attend  to  such  other  business  as  the  Association  may  direct.  He 
shall  also  supervise  and  conduct  all  the  correspondence  of  the 
Association,  and  be  chairman  of  the  Publishing  Committee. 

Sec.  5.  It  shall  be  the  duty  of  the  Treasurer  to  keep  a  correct 
record  of  all  moneys  received  from  the  hands  of  the  Secretary, 
giving  his  receipt  for  the  same  ;  pay  them  out  by  order  of  the 
Association  as  indorsed  by  the  President  and  attested  by  the  seal 
in  the  hands  of  the  Secretary. 

Sec.  6.  It  shall  be  the  duty  of  the  President  of  the  Association 
to  appoint  a  Committee  of  Finance,  consisting  of  three  members 
of  the  Association,  whose  duty  it  shall  be  to  examine  the  books 
of  the  Secretary  and  Treasurer,  and  report  on  the  same  at  the 
next  session  of  the  Association. 
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ARTICLE  VII. 

Vacancies  occurring  in  the  officers  of  the  Association  shall  be 
filled  by  appointment  of  the  President  until  the  next  meeting. 
He  shall  also  have  the  appointment  of  all  committees  not  other- 
wise provided  for. 

ARTICLE  VIII. 

This  Constitution  shall  take  effect  immediately  from  the  time 
of  its  adoption,  and  shall  not  be  amended  except  by  a  written 
resolution,  which  shall  lie  over  one  year,  and  receive  a  vote  of 
two-thirds  of  the  members  present. 

ARTICLE  IX. 

Any  member  who  for  three  consecutive  years  fails  to  attend 
the  meetings  shall  be  dropped  from  the  roll  of  membership. 
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ARTICLE  I. 

The  Southern  Surgical  and  Gynecological  Association  shall 
meet  annually  on  the  second  Tuesday  of  November  at  10  a.m., 
at  such  place  as  may  be  designated  by  the  preceding  meeting. 

ARTICLE  II. 

The  members  present  shall  constitute  a  quorum  for  business. 

ARTICLE  III. 
The  annual  dues  of  each  member  shall  be  $10,  paid  in  advance. 
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ARTICLE  IV. 

The  usual  parliamentary  rules  governing  deliberative  bodies 
shall  govern  the  business  workings  of  this  Association. 

ARTICLE  V. 

All  questions  before  the  Association  shall  be  determined  by  a 
majority  of  the  votes  present. 

ARTICLE  VI. 

The  President  shall  deliver  an  annual  address  at  each  meeting 
of  the  Association. 

ARTICLE  VII. 

The  Secretary  of  the  Association  shall  receive,  at  each  annual 
Session,  a  draft  from  the  President,  drawn  on  the  Treasurer,  for 
the  sum  of  $100  for  services  rendered  the  Association,  and  to 
this  shall  be  added  the  necessary  expense  incurred  in  the  dis- 
charge of  his  official  duties. 

ARTICLE  VIII. 

It  shall  be  the  duty  of  the  Secretary,  one  month  prior  to  the 
annual  meeting,  to  notify  by  circular  letters  the  members  of  the 
Association,  and  urge  their  attendance. 

ARTICLE  IX. 

The  authors  of  all  essays  shall  notify  the  Secretary,  six  weeks 
prior  to  the  meeting,  of  the  titles  of  their  essays,  so  that  they  may 
be  incorporated  in  the  circular  letter  to  the  members. 

ARTICLE  X. 

COUNCIL. 

The  Council  shall  consist  of  five  members ;  and  of  those  elected 
at  the  primary  meeting,  the  first  shall  serve  five  years,  the  second 
four,  the  third  three,  the  fourth  two,  and  the  fifth  one  year ;  so 
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that  subsequently  one  member  of  the  Council  shall  be  elected 
annually  to  serve  five  years.  The  President  and  Secretary  shall 
be  ex-officio  members  of  the  Council. 

This  Council  shall  organize  by  electing  a  Chairman  and 
Secretary,  and  shall  keep  a  record  of  its  proceedings. 

The  duties  of  this  Council  shall  be — 

1.  To  investigate  applications  for  membership  and  report  to 
the  Association  the  names  of  such  persons  as  are  deemed  worthy. 

2.  To  take  cognizance  of  all  questions  of  an  ethical,  judicial, 
or  personal  nature,  and  upon  these  the  decision  of  the  Council 
shall  be  final ;  provided,  that  appeal  may  be  taken  from  such 
decision  of  the  Council  to  the  Association,  under  a  written  pro- 
test, which  protest  shall  be  sustained  by  the  Association,  and  the 
matter  shall  then  be  referred  to  a  special  committee,  with  power 
to  take  final  action. 

3.  All  motions  and  resolutions  before  the  Association  shall  be 
referred  to  the  Council  without  debate,  and  it  shall  report  by 
recommendation  at  as  early  an  hour  as  possible. 

ARTICLE  XI. 

The  following  are  the  standing  committees  of  the  Association 
to  be  filled  by  the  President  and  to  report  at  the  next  annual 
meeting  subsequent  to  their  appointment,  viz.:  Committee  of 
Arrangements  and  Committee  of  Publication.  The  Committee 
of  Publication  shall  consist  of  three  members,  one  of  whom,  the 
Secretary  of  the  Association,  shall  also  be  the  chairman  of  the 
said  committee.  The  Committee  of  Arrangements  shall  consist 
of  five  members. 

ARTICLE  XII. 

The  Committee  of  Publication  shall  have  full  power  to  omit 
from  the  published  Transactions,  in  part  or  in  whole,  any  paper 
that  may  be  referred  to  it  by  the  Association,  unless  specially 
instructed  to  the  contrary  by  the  Association,  which  will  be 
determined  by  vote. 

ARTICLE  XIII. 

No  honorary  members  shall  be  placed  upon  the  roll  of  this 
Association. 
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ARTICLE  XIV. 

Any  member  failing  to  pay  his  dues  for  more  than  one  year 
shall  be  dropped. 

ARTICLE  XV. 

Every  physician  making  application  for  membership  shall 
present  with  his  application  a  paper  on  some  surgical  or  gyne- 
cological subject. 

ARTICLE  XVI. 

No  paper  shall  be  read  before  this  Association  which  does 
not  deal  strictly  with  a  subject  of  surgical  or  gynecological 
importance. 

ARTICLE  XVII. 

No  paper  read  before  the  Association  shall  be  published  in 
any  medical  journal  or  pamphlet  for  circulation,  as  having  been 
read  before  the  Association,  without  having  received  the  indorse- 
ment of  the  Committee  of  Publication. 

ARTICLE  XVIII. 

The  reading  of  papers  shall  be  limited  to  twenty  minutes  each, 
except  by  permission  of  the  Association. 
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The  following  named  members 

BAXTER,  GEO.  A.     . 
BICKHAM,  WARREN  S. 
BLOOM,  J.  D.     . 
BRIGGS,  W.  T.   .        r 
BROWN,  BEDFORD 
CARTLEDGE,  A.  M. 
CHAPMAN,  JNO.  T. 
COCRAM,  HENRY  S. 
COLEY,  A.  J.     . 
CROFFORD,  T.  J.      . 
CUNNINGHAM,  R.  M. 
DAVIS,  JOHN  D.  S. 
DAVIS,  W.  E.  B. 
ENGELMANN,  GEO.  J. 
GASTON,  J.  McF.      . 
GOGGANS,  JAMES  A. 
HADRA,  B.  E.  . 
HARLAN,  JOHN  JAS. 
HOLMES,  J.  B.  S.      . 
HUNTER,  H.  M. 
JOHNSTON,  GEO.  BEN 
KELLY,  H.  A.    . 
KOLLOCK,  C.     . 
LEWIS,  ERNEST  S. 
LEWIS,  HAMPDEN  S. 
LOEBER,  FREDERICK 
LONG,  J.  W.       . 
McGUIRE,  HUNTER  H. 
McMURTRY,  L.  S.     . 
MASTIN,  C.  H.  . 
MAURY,  R.  B.    . 

S  Surg  c 


were  present : 

.  Chattanooga,  Tenn. 

.  New  Orleans,  La. 

.  New  Orleans,  La. 

.  Nashville,  Tenn. 

.  Alexandria,  Va. 

.  Louisville,  Ky. 

.  Bessemer,  Ala. 

.  New  Orleans,  La. 

.  Alexander  City,  Ala. 

.  Memphis,  Tenn. 

.  Birmingham,  Ala. 

.  Birmingham,  Ala. 

.  Birmingham,  Ala. 

.  St.  Louis,  Mo. 

.  Atlanta,  Ga. 

.  Alexander  City,  Ala. 

.  Galveston,  Tex. 

.  Alexander  City,  Ala. 

.  Atlanta,  Ga. 

.  Union  Springs,  Ala. 

.  Richmond,  Va. 

.  Baltimore,  Md. 

.  Cheraw,  S.  C. 

.  New  Orleans,  La. 

.  New  Orleans,  La. 

.  New  Orleans,  La. 

.  Richmond,  Va. 

.  Richmond,  Va. 

.  Louisville,  Ky. 

.  Mobile,  Ala. 

.  Memphis,  Tenn. 
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MILES,  A.  B.      .  .  .  New  Orleans,  La. 

PAINE,  J.  P.  Y.  .  .  Galveston,  Tex. 

PARHAM,  F.  W.  .  .  New  Orleans,  La. 

PARKER,  WILLIAM  E.  .  New  Orleans,  La. 

PRICE,  JOSEPH  .  .  Philadelphia,  Pa. 

RIGGS,  E.  P.       .  .  .  Birmingham,  Ala. 

ROBERTS,  W.  O.  .  .  Louisville,  Ky. 

ROGERS,  W.  B.  .  .  Memphis,  Tenn. 

SHOLL,  E.  H.     .  .  .  Birmingham,  Ala. 

SOUCHON,  E.     .  .  .  New  Orleans,  La. 

THOMPSON,  J.   E.  .  .  University  of  Texas. 

TIFFANY,  L.  M.  .  .  Baltimore,  Md. 

WESTMORELAND,  W.  F.  Atlanta,  Ga. 

WILSON,  J.  T.   .  .  .  Sherman,  Tex. 

WOOLF,  T.  J.    .  .  .  New  Orleans,  La. 

Letters  and  messages  of  regret  were  received  from  a  number 
who  were  prevented  from  attending  the  meeting. 

First  Day — Tuesday,  November  14,  1893. 

Morning  Session. — The  meeting  was  called  to  order  by  the 
President,  Dr.  Bedford  Brown,  of  Alexandria,  Va.,  at  10  a.m. 

Prayer  was  offered  by  the  Rev.  B.  M.  Palmer,  of  New  Orleans. 

The  Address  of  Welcome  was  delivered  by  Dr.  Ernest  S. 
Lewis,  on  behalf  of  the  local  profession  and  citizens,  as  follows : 

ADDRESS   OF   WELCOME. 

Mr.  President  and  Gentlemen  :  It  is  with  pleasure  we  welcome 
you  to  our  city,  and  we  are  honored  at  its  selection  for  your 
annual  meeting.  Your  Association,  composed  of  so  many  dis- 
tinguished members  of  the  medical  profession,  is  of  incalculable 
benefit  to  yourselves,  to  us,  and  to  mankind.  The  papers  to  be 
read,  contributed  by  acknowledged  leaders,  calmly  and  imparti- 
ally discussed  and  judged,  will  create  new  channels  for  thought 
and  action,  disperse  the  clouds  which  dim  our  mental  vision  on 
points  hitherto  obscure,  and  by  comparison  of  individual  experi- 
ence, and  of  methods  and  measures,  lead  to  conclusions  satisfac- 
tory and  profitable.  The  benefit  derived  from  your  meetings  is 
also  of  greater  significance  than  appears  in  its  intellectual  and 
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scientific  bearing.  By  them  the  young  and  ambitious  men  of 
the  profession  are  stimulated  to  greater  zeal  and  to  more  earnest 
efforts.  They  also  awaken  a  spirit  of  emulation  in  them  and  serve 
to  guide  and  direct  them  in  the  search  of  knowledge. 

The  progress  of  surgery  in  its  various  departments  is  compara- 
tively of  recent  development.  Stimulated  by  the  discovery  of 
anaesthetics  and  antiseptics,  and  impelled  onward  by  the  sublime 
conceptions  and  magnificent  achievements  of  that  galaxy  of 
brilliant  lights  whose  names  are  inscribed  in  the  annals  of  fame, 
it  has  been  lifted  to  its  present  exalted  position  in  the  medical 
world. 

In  welcoming  you,  gentlemen,  we  sincerely  hope  that,  however 
successful,  instructive  and  gratifying  your  sessions  may  prove, 
you  will  also  find  much  pleasure  in  the  entertainments  provided 
for  your  recreation  and  enjoyment. 

If  we  cannot  point  with  pride  to  an  ideal  city,  perfect  in  its 
sanitary  arrangements,  or  dwell  upon  the  beauty  of  our  edifices 
and  thoroughfares,  or  the  loveliness  of  well-cared  parks,  we  are 
justly  proud  of  our  great  Charity  Hospital,  whose  hospitable  walls 
shelter  the  sick  and  destitute  of  every  nation  and  of  every  clime  ; 
whose  gates  are  never  closed  to  the  appeals  of  charity ;  it  stands 
a  noble  monument  to  the  liberality  and  merciful  hospitality  of 
our  people. 

Gentlemen,  may  the  bond  which  unites  us  in  a  common  pro- 
fession be  strengthened  and  drawn  closer  by  those  of  friendship, 
and  may  the  recollection  of  pleasant  and  happy  moments  spent  in 
our  company  dwell  long  in  your  memory,  and  warm  your  hearts 
toward  your  professional  brethren  in  New  Orleans. 

At  the  conclusion  of  Dr.  Lewis's  address,  Dr.  Brown,  the 
President,  arose,  and  on  behalf  of  the  Association,  responded  as 
follows : 

RESPONSE   BY   PRESIDENT   BROWN. 

Gentlemen :  I  desire  to  express  my  thanks  on  behalf  of  this 
Association  for  the  address  of  greeting  delivered  by  Dr.  Lewis. 
I  wish  to  thank  him  for  the  cordiality,  courtesy,  and  kindly 
expressions  he  has  extended  to  us. 

"We  are  a  Southern  Association.  We  are  united  here  by  the 
strongest  bonds  and  ties  of  friendship  with  the  profession  through- 
out the  length  and  breadth  of  the  Southern  States.     We  have 
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long  heard  of  the  profession  of  New  Orleans,  but  never  before 
have  I  had  a  personal  acquaintance  with  them.  I  am  sincerely 
glad  that  I  came  to  New  Orleans.  I  am  glad  to  know  the  gen- 
tlemen of  the  profession  of  this  city.  I  have  long  heard  of  the 
high  character,  the  great  skill,  and  high  order  of  intelligence  of 
the  medical  men  here,  and  I  congratulate  the  Association  that  we 
have  met  in  this  grand,  old,  historic  city,  and  that  we  are  per- 
mitted to  associate  with  them  on  common  grounds  and  on  terms 
of  friendship  and  unity.     Gentlemen,  I  thank  you. 

Dr.  A.  B.  Miles,  Chairman  of  the  Committee  of  Arrangements, 
then  submitted  the  following  report : 

REPORT   OP   THE   COMMITTEE   OP   ARRANGEMENTS. 

Gentlemen :  As  Chairman  of  the  Committee  of  Arrangements, 
I  would  state  that  its  duties  have  been  liberally  shared  by  the 
members  of  the  Association  resident  in  New  Orleans.  The  an- 
nouncement that  the  Association  would  meet  in  New  Orleans  in 
1893  has  not  only  given  the  local  members  of  the  Association 
pleasure,  but  the  people  of  the  city  and  State,  and  the  members 
of  the  profession  generally  in  New  Orleans  and  Louisiana  as  well. 

The  assembly  room  of  Tulaue  College  has  been  selected  as  the 
most  eligible  place  for  the  meeting,  because  there  the  Association 
would  have  easily  accessible  whatever  might  be  necessary  for 
practical  illustration,  and  because  the  place  is  convenient  for 
the  guests  of  the  city  and  members  of  the  medical  profession. 
The  university  students  of  the  medical  class  had  expressed  a  de- 
sire to  see  and  meet  the  representatives  of  their  respective  States, 
and,  again,  it  seemed  fitting  that  this  meeting  in  New  Orleans 
should  be  held  under  auspices  around  which  gather  memories  of 
the  honored  leaders  in  surgery — Dr.  Warren  Stone,  Dr.  T.  G. 
Richardson,  and  Dr.  Samuel  Logan.  The  principles  they  im- 
pressed and  their  influence  as  teachers  will  live  long  after  them. 

The  members  of  the  Association  are  invited  guests  of  the 
Boston  Club.  At  1.15  p.m.  to-day  the  Association  is  invited  to 
luncheon  at  the  Boston  Club-house.  The  luncheon  is  informal. 
The  guests  will  be  received  by  a  reception  committee  composed 
of  the  medical  members  of  the  Club.  This  evening  at  eight 
o'clock  the  members  of  the  Association  are  invited  to  the  French 
opera.     The  opera  managers  have  kindly  consented  to  present 
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"  Faust,"  in  honor  of  our  guests.  The  reception  committee  will 
meet  the  members  at  the  opera-house  and  provide  reserve  seats. 

On  Wednesday  at  1.15  p.m.,  the  Association  is  invited  to 
luncheon  at  the  Pickwick  Club.  The  members  will  be  received 
at  the  Club-house  by  a  reception  committee  composed  of  the 
medical  gentlemen  of  the  Club.  All  members  will  be  guests  of 
the  Pickwick  and  IJoston  Clubs  during  their  sojourn  in  New 
Orleans. 

On  Wednesday  evening,  from  8  to  10,  the  Association  is  in- 
vited to  a  reception  at  the  St.  Charles  Hotel,  tendered  by  the 
medical  profession  of  New  Orleans  to  the  members  of  the  South- 
ern Surgical  and  Gynecological  Association  and  their  guests. 
Invitations  to  this  reception  have  been  extended  to  the  members 
of  the  Louisiana  State  Medical  Society,  in  the  hope  that  many 
of  the  physicians  of  the  State  would  enjoy  the  pleasure  of  meet- 
ing the  distinguished  visitors.  Our  gentler  guests  will  be  welcomed 
at  the  reception  by  the  ladies  of  New  Orleans. 

The  Committee  of  Arrangements  realize  fully  the  importance 
of  the  work  of  the  Association.  It  was  not  the  purpose  of  the 
Committee  to  diminish  in  any  way  the  value  of  this  work  as 
illustrated  in  the  annual  volume  of  Transactions,  but  the  Com- 
mittee sincerely  desire  to  engage  the  visitors  socially  as  much  of 
the  time  as  they  can  afford. 

The  Committee  was  authorized  by  the  medical  officers  of  the 
Touro  Infirmary,  the  Hotel  Dieu,  Eye,  Ear,  Nose,  and  Throat 
Hospital,  the  New  Orleans  Sanitarium  and  Charity  Hospital,  to 
extend  a  cordial  invitation  to  visit  these  institutions.  At  the 
Charity  Hospital  the  members  will  be  met,  at  any  hour  of  the 
day,  by  a  reception  committee,  composed  of  the  resident  medical 
staff,  who  will,  with  much  pleasure,  conduct  visitors  through  the 
building.  The  Committee  hopes  to  be  able  to  offer  to  members 
of  the  Association  special  cases  for  operation,  and  will  esteem  it 
a  great  favor  if  some  of  the  visitors  will  kindly  consent  to  operate 
in  the  amphitheatre  of  the  Charity  Hospital  before  the  medical 
class  of  Tulane  University.  To  these  operations  the  members 
of  the  Association  will  be  invited,  and  the  announcements  will 
be  made  hereafter.  Each  member  of  the  Association  is  to  be 
provided  with  a  neat  badge,  which  will  be  worn  during  the  stay 
in  the  city. 

Papers  were  then  read  as  follows : 
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1.  "  Memorial  Address  on  Dr.  Ephraim  McDowell,"  by  Dr. 
L.  S.  McMurtry,  of  Louisville,  Ky. 

2.  "  Diagnosis  of  Pelvic  Inflammatory  Diseases,"  by  Dr. 
Howard  A.  Kelly,  of  Baltimore,  Md. 

3.  "  Treatmen  t  of  Pyosalpinx,"  by  Dr.  C.  Kollock,  of  Cheraw, 
S.  C. 

The  papers  of  Drs.  Kelly  and  Kollock*  were  then  discussed 
jointly  by  Drs.  Eugelmann,  Price,  John  D.  S.  Davis,  Maury, 
W.  E.  B.  Davis,  Cunningham,  Brown,  and  discussion  closed  by 
the  authors  of  the  papers. 

On  motion,  the  Association  adjourned  till  2.30  p.m. 

Afternoon  Session. 

The  Association  reassembled  at  2.30  p.m.,  and  was  called  to 
order  by  the  President. 

4.  "  Incision  in  Abdominal  Section ;  How  to  Close  it ;  Post- 
operative Complications  about  it,"  by  Dr.  Joseph  Price,  of  Phila- 
delphia. 

Discussed  by  Drs.  Kelly,  Baxter,  McMurtry,  Maury,  Croffbrd, 
and  Price. 

5.  "  Is  the  Operation  Demanded  in  all  Cases  of  Appendicitis  ? 
The  Best  Time  to  Operate,"  by  Dr.  A.  M.  Cartledge,  of  Louis- 
ville, Ky. 

Discussed  by  Drs.  Price,  Long,  J.  D.  S.  Davis,  Briggs,  Kol- 
lock, W.  E.  B.  Davis,  McGuire,  Tiffany,  Westmoreland,  Rogers, 
Cunningham,  Biggs,  Goggans,  and  discussion  closed  by  the 
essayist. 

On  motion,  the  Association  adjourned  until  Wednesday  morn- 
ing at  9.30. 

Second  Day — Wednesday,  November  15,  1893. 

Morning  Session. — The  Association  was  called  to  order  at  9.30 
a.m.  by  the  President. 

6.  "  Intra-cranial  Neurectomy  and  Removal  of  the  Gasserian 
Ganglion  for  Intractable  Neuralgia,  with  Report  of  Cases,"  by 
Dr.  Louis  McLane  Tiffany,  of  Baltimore,  Md. 

Discussed  by  Drs.  Kelly,  Hadra,  Thompson,  Cunningham,  and, 
in  closing,  by  the  essayist. 
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7.  "  The  Vaginal  Method  as  Compared  with  the  Abdominal 
in  Operations  on  the  Uterus  and  its  Appendages,"  by  Dr.  Geo. 
J.  Engelmann,  of  St.  Louis,  Mo. 

Discussed  by  Drs.  Maury,  W.  E.  B.  Davis,  Kollock,  and  Price, 
and  discussion  closed  by  the  author  of  the  paper. 

8.  "Trephining  as  a  Cure  for  Traumatic  Epilepsy,"  by  Dr. 
John  T.  Chapman,  of  Bessemer,  Ala. 

On  motion,  the  Association  adjourned  until  2.30  p.m. 

Afternoon  Session. 

The  Association  reassembled  at  2.30  p.m.,  and  was  called  to 
order  by  the  President. 

The  Second  Vice-president,  Dr.  Baxter,  was  called  to  the  Chair, 
and  President  Brown  then  delivered  his  Annual  Address.  He 
selected  for  his  subject  "The  Southern  Surgical  and  Gyneco- 
logical Asssociation,  Its  Origin,  Objects,  and  Aims." 

The  Address  was  punctuated  with  applause  during  its  delivery. 

At  the  conclusion  of  President  Brown's  Address,  Dr.  Edward 
Henry  Sholl,  of  Birmingham,  Alabama,  arose,  and  said  :  It  is 
due  ourselves  as  a  body  of  men  gathered  together,  as  well  as  our 
distinguished  President,  to  offer  him  our  thanks  for  the  succinct, 
terse,  and  forcible  historical  paper  which  has  been  so  beautifully 
a  record  of  the  progress  of  its  history.  It  shows  us  clearly  and  suc- 
cinctly the  grounds  on  which  the  Association  stands  at  the  present 
time.  Figuratively  speaking,  I  am  one  among  those  who  helped 
to  cut  its  navel  cord,  to  wash  it,  and  rock  it  in  its  cradle.  I  stand 
with  amazement  as  I  see  before  me  so  many  brilliant  men  who 
have  taken  the  deepest  possible  interest  in  this  Association.  One 
of  its  beautiful  and  striking  features  is  that  it  ignores  any  limita- 
tion of  latitude ;  '  it  knows  no  North,  no  South,  no  East,  and  no 
West.'  It  is  recognized  at  all  times  and  on  all  occasions,  and 
characterized  by  the  unity  and  harmony  of  our  glorious  profes- 
sion, full  orbed  in  its  type  and  vigorous  manhood.  Already  in 
its  sixth  year  of  existence,  it  is  not  only  a  recognized  factor  in 
the  South,  but  it  meets  with  the  approval  of  our  distinguished 
brethren  of  the  North  and  West,  who  are  participating  in  its 
proceedings,  who  are  helping  to  bring  it  to  the  front,  making  it 
one  of  the  greatest  Associations  of  its  kind  in  the  United  States. 
I  say  this  unhesitatingly,  because  its  work  has  been  recognized 
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both  at  home  and  abroad.  I  call  to  witness  Dr.  Jerome  Cochran, 
by  whose  side  I  have  labored  for  many  years,  to  testify  to  the 
fact  that  it  has  been  an  inspiration  everywhere  in  the  work  of 
our  own  State.  It  has  been  a  kindred  movement  which  has  im- 
pelled us  in  a  new  line.  In  the  great  work  Dr.  Cochran  has 
done  in  the  development  of  quarantine,  we  have  stood  by  his 
side ;  we  have  worked  with  him  with  unity  of  purpose.  I  am 
proud  to  say  that  this  Association  knows  no  North  ;  but  it  recog- 
nizes a  broad  intellectual  grasp  in  its  researches,  and  to-day  we 
stand  as  a  body  of  men  thankful  and  happy  that  we  are  per- 
mitted to  gather  together. 

I  move  that  the  thanks  of  this  body  be  conveyed  to  our  dis- 
tinguished President  for  his  interesting  and  excellent  Address. 
It  is  replete  with  all  that  is  good. 

Dr.  Kollock :  I  desire  to  second  the  motion  offered  by  Dr. 
Sholl,  and  to  add  that  the  Southern  Surgical  and  Gynecological 
Association  does  know  the  North,  the  South,  the  East,  and  West. 
It  knows  them  all — from  every  point  of  the  compass,  and  it  has 
come  to  stay.     Carried. 

President  Brown  then  thanked  the  members  of  the  Associa- 
tion for  their  confidence,  frankness,  and  kind  consideration  of  him. 

Dr.  Kollock  moved  that  the  Publication  Committee  be  in- 
structed to  strike  off  five  hundred  copies  of  the  Address  in 
pamphlet  form  for  distribution  among  the  members  and  author's 
friends. 

Seconded  and  carried. 

9.  "  Some  Remarks  on  the  Treatment  of  Epilepsy,"  by  Dr.  B. 
E.  Hadra,  of  Galveston,  Texas. 

The  papers  of  Drs.  Chapman  and  Hadra  were  discussed  together 
by  Drs.  Miles,  John  D.  S.  Davis,  Westmoreland,  and  Thompson, 
and  discussion  closed  by  the  essayists. 

10.  "  The  Management  of  the  Epicystic  Fistula  in  Cases  of 
Enlarged  Prostate,"  by  Dr.  John  D.  S.  Davis,  of  Birmingham, 
Ala. 

11.  "Tuberculosis  of  the  Bladder,"  by  Dr.  Hunter  McGuire, 
of  Richmond,  Va. 

Discussed  by  Dr.  John  D.  S.  Davis. 

The  President  appointed  as  Auditing  Committee  Drs.  Sholl, 
Holmes,  and  Geo.  Ben.  Johnston. 
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12.  "  Treatment  of  Gunshot  Wounds,  with  Report  of  Cases," 
by  Dr.  Willis  F.  Westmoreland,  of  Atlanta,  Ga. 

Discussed  by  Drs.  Miles,  Cunningham,  Gaston,  Goggans,  John 
D.  S.  Davis,  Parham,  and  discussion  closed  by  the  essayist. 
On  motion,  the  Association  adjourned  till  Thursday  9.30  a.m. 

Third  Day — Thursday,  November  16,  1893. 

Morning  Session. — The  Association  was  called  to  order  by  the 
President  at  9.30  a.m. 

13.  "  Laparotomy  in  General  Surgery,  with  a  Report  of 
Twenty-two  Cases,"  by  Dr.  W.  B.  Rogers,  of  Memphis,  Tenn. 

Discussion  by  Drs.  Gaston,  W.  E.  B.  Davis,  John  D.  S. 
Davis,  Roberts,  Miles,  Kollock,  and  discussion  closed  by  the 
essayist. 

14.  "  Personal  Experience  in  the  Operative  Treatment  of 
Stone  in  the  Bladder,"  by  Dr.  William  T.  Briggs,  of  Nashville, 
Tenn.  (Dr.  Briggs  demonstrated  his  operative  methods  on  the 
cadaver  in  connection  with  the  reading  of  his  paper.) 

Discussed  by  Drs.  McGuire,  Johnston,  Matas,  John  D.  S. 
Davis,  Gaston,  Baxter,  Thompson,  Miles,  W.  E.  B.  Davis,  Cun- 
ningham, Parham,  Cartledge,  Brown,  Westmoreland,  and  dis- 
cussion closed  by  the  essayist. 

15.  "  Hypertrophy  of  the  Omentum  in  Hernia,  with  Speci- 
men," by  Dr.  George  A.  Baxter,  Chattanooga,  Tenn. 

Discussed  by  Drs.  Hadra,  Westmoreland,  and  discussion  closed 
by  the  essayist. 

16.  "  Wyeth's  Bloodless  Method  in  Amputation  at  the  Hip," 
by  Dr.  W.  F.  Parham,  of  New  Orleans,  La. 

Discussed  by  Drs.  Westmoreland,  Hadra,  Gaston,  Baxter,  and 
discussion  closed  by  the  author  of  the  paper. 

On  motion,  the  Association  adjourned  till  2.30  p.m. 

Afternoon  Session. 

The  Association  reassembled  at  2.30  p.m.,  and  was  called  to 
order  by  Vice-President  Baxter. 

17.  "  Operative  Procedures  for  Carcinomatous  Tumors  of  the 
Breast,"  by  Dr.  James  McFadden  Gaston,  of  Atlanta,  Ga. 

Discussed  by  Drs.  Westmoreland,  Cartledge,  and  Goggans. 
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18.  "  Diagnosis  of  Some  Abdominal  Tumors  Supposed  to  be 
Ovarian,"  by  Dr.  James  A.  Goggans,  of  Alexander  City,  Ala. 

Discussed  by  Drs.  McMurtry,  Cunningham,  Kollock,  Gaston, 
Westmoreland,  W.  E.  B.  Davis,  Brown,  and  discussion  closed  by 
the  essayist. 

19.  "  Does  Gonorrhoea  in  the  Female  Invariably  Prevent  Con- 
ception ?"  by  Dr.  J.  T.  Wilson,  of  Sherman,  Texas. 

Discussed  by  Drs.  Hadra,  Long,  Engelmann,  Westmoreland, 
Paine,  and  discussion  closed  by  the  author  of  the  paper. 

20.  "  A  Case  of  Popliteal  Aneurism,"  by  R.  M.  Cunningham, 
of  Pratt  City,  Ala. 

On  motion,  the  rules  were  suspended,  and  the  report  of  the 
Council  called  for,  and  read  by  Dr.  McMurtry,  as  follows : 

President. — Dr.  Cornelius  Kollock,  Cheraw,  S.  C. 

Vice-President. — Dr.  A.  B.  Miles,  New  Orleans,  La. 

Second  Vice-President. — Dr.  J.  B.  S.  Holmes,  Rome,  Ga. 

Member  of  Council. — Dr.  Bedford  Brown,  Alexandria,  Va. 

Place  of  Meeting. — Charlesto  n 

Chairman  Committee  of  Arrangements. — Dr.  Manning  Simons. 

The  Council  further  reported  on  the  names  presented  for  mem- 
bership, and  the  following  were  recommended  and  elected  mem- 
bers of  the  Association : 


Manning  Simons     . 
George  H.  Lee 
Stuart  McGuire 
F.  H.  Tucker . 
William  Keiller 
W.  G.  Bogart 
W.  H.  Parish 
E.  P.  Riggs    . 
N.  Senn  . 
A.  Vander  Veer 
A.  J.  Coley     . 
J.  W.  McLaughlin 
Bacon  Saunders 
H.  H.  Mudd  . 
Ernest  S.  Lewis 
T.  J.  Crofford 
Walter  A.  Crowe  . 


Charleston,  S.  C. 
Galveston,  Texas. 
Richmond,  Va. 
San  Augustine,  Texas. 
Galveston,  Texas. 
Chattanooga,  Tenn. 
Philadelphia,  Pa. 
Birmingham,  Ala. 
Chicago,  111. 
Albany,  N.  Y. 
Alexander  City,  Ala. 
Austin,  Texas. 
Fort  Worth,  Texas. 
St.  Louis,  Mo. 
New  Orleans,  La. 
Memphis,  Tenn. 
Atlanta,  Ga. 
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J.  D.  Bloom    . 
Warren  S.  Bickham 
Hampden  S.  Lewis 
William  E.  Parker 
Fred.  Loeber . 
T.  J.  Woolf    . 
Henry  S.  Cocram  . 
Jno.  James  Harlan 


New  Orleans,  La. 


Alexander  City,  Ala. 


It  was  moved  to  revoke  By-law  XIII,  and  to  provide  for 
Honorary  Members  in  foreign  countries,  limited  to  ten.  (To  lie 
over  one  year.) 

President  Brown,  in  retiring  from  the  Presidency  of  the  Asso- 
ciation, said : 

Gentlemen  :  I  desire  to  extend  to  all  of  you  my  heartfelt  thanks 
and  gratitude  for  the  support  that  you  have  given  me  during  this 
meeting,  for  the  kindness  you  have  extended  to  me,  and  for  your 
gentlemanly  bearing.  I  shall  carry  to  my  home  a  vivid  picture 
of  this  meeting  and  of  the  acquaintances  I  have  made  here. 

When  I  had  the  honor  to  come  to  this  table  to  preside  over 
this  meeting  I  found  this  beautiful  gavel,  intended  for  me,  and 
I  desire  to  heartily  thank  those  who  designed  it.  I  will  take  it 
home  as  a  memento  of  this  happy,  interesting,  and  successful 
meeting,  cherish  it,  and  hand  it  down  to  my  children.  Gentle- 
men, I  thank  you. 

The  gentleman  I  now  present  to  you  needs  no  introduction  to 
this  body.  You  all  know  him.  We  have  tried  him  and  know 
him,  and  we  can  depend  upon  him.     Gentlemen,  Dr.  Kollock. 

Dr.  Kollock,  in  accepting  the  Presidency  of  the  Association, 
spoke  as  follows : 

Gentlemen :  I  only  wish  I  could  discharge  the  onerous  duties 
incident  to  the  high  office  conferred  upon  me  as  fittingly  as  my 
predecessor  has  done.  I  only  ask  the  members  to  treat  me,  sir, 
with  the  same  cordiality  and  kindness  that  they  did  you,  and 
perhaps  I  can  get  along.  I  hope  I  shall  receive  their  support. 
Gentlemen,  I  thank  you  for  the  distinguished  honor  you  have 
conferred  upon  me. 
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The  First  Vice-president  was  called  for,  and  said : 
Gentlemen :  I  can  only  promise  my  best  services  in  seconding 

the  efforts  of  the  President  in  the  interests  of  the  Association, 

which  we  all  honor  and  cherish. 

The  Secretary  moved  that  Dr.  A.  B.  Miles  be  selected  to 
deliver  a  Memorial  Address  on  the  life  and  works  of  Dr.  Warren 
Stone,  of  New  Orleans,  at  the  next  meeting.     Carried. 

21.  "  Some  Points  in  the  Practical  Treatment  of  Hepatic  Ab- 
scess," by  Dr.  James  E.  Thompson,  of  Galveston,  Texas. 

Discussed  by  Drs.  Johnston,  Engelmann,  Miles,  Hadra,  and 
discussion  closed  by  the  essayist. 

Dr.  L.  S.  McMurtry,  of  Louisville,  in  presenting  a  resolution 
expressing  the  thanks  of  the  Association  for  the  courtesies  and 
hospitalities  so  gracefully  and  generously  extended  by  the  Com- 
mittee of  Arrangements  and  other  members  of  the  profession  in 
New  Orleans  ;  to  the  ladies  who  graced  with  their  presence  the 
reception  on  Wednesday  evening ;  to  the  press  for  their  very 
complete  reports  of  the  proceedings ;  to  the  Boston  and  Pick- 
wick Clubs,  made  the  following  remarks : 

Mr.  President :  The  scientific  work  provided  for  the  sixth  annual 
meeting  of  the  Southern  Surgical  and  Gynecological  Association 
has  now  been  completed.  Within  a  few  hours  the  trains  will  be 
carrying  our  Fellows  to  their  distant  homes  and  their  respective 
fields  of  labor.  The  valuable  papers,  discussions,  and  demon- 
strations which  have  made  this  meeting  a  conspicuous  one  in  its 
history  will  be  presented  to  the  profession  in  the  annual  volume 
of  Transactions.  Before  the  gavel  falls  we  would  express  our 
appreciation  of  the  hospitalities  and  courtesies  we  have  received 
from  our  confreres  in  this  Crescent  City  of  the  South — a  hospi- 
tality so  cordial  and  generous,  a  courtesy  so  spontaneous  and 
graceful  as  never  to  be  surpassed  or  forgotten.  The  bright  sun- 
shine of  this  genial  clime,  where  the  air  bears  abroad  the  frag- 
rance of  the  magnolia  and  orange  blossoms,  has  seemed  only  a 
natural  and  harmonious  element  in  these  three  days  of  pleasing 
labor  and  delightful  recreation.  It  is  all  beautiful,  and  will 
remain  a  happy  memory. 

It  is  most  appropriate  that  this  Association  to  advance  and 
diffuse   surgical    science  in  the  South  should  convene  in  this 
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Southern  metropolis,  where  was  founded  in  the  century's  early- 
decadence  one  of  America's  most  famous  schools  of  medicine.  To 
conduct  our  deliberations  in  this  beautiful  Temple  of  Medicine, 
fresh  from  the  hands  of  the  builder,  and  so  recently  dedicated  to 
science,  has  been  an  inspiration.  Here,  within  a  square  of  us, 
was  the  home  of  Warren  Stone  and  the  site  of  his  private  hos- 
pital, the  first  ever  founded  in  America  by  individual  enterjjrise. 
The  surgical  career  of  Stone  is  one  of  the  glories  of  this  Uni- 
versity. A  great  teacher,  an  original  and  courageous  operator, 
he  made  a  lasting  impression  upon  Southern  surgery.  If  the 
elder  Gross  has  the  place  in  our  surgical  annals  occupied  in  the 
history  of  European  surgery  by  Sir  Astley  Cooper,  then  was 
Stone  our  Velpeau.  To  Stone,  more  than  any  other,  is  due  the 
gratitude  of  the  profession  for  the  splendid  educational  privileges 
we  have  witnessed  in  the  Charity  Hospital.  There  in  those  wards 
taught  for  years  the  scholarly  and  sagacious  clinician  whom  many 
now  present  knew  and  loved,  Samuel  M.  Bemiss.  Who  that  ever 
heard  the  gifted  Hawthorn,  cut  down  by  the  reaper  in  his  prime, 
can  forget  his  clinical  lessons.  If  in  Stone  we  found  here  the  pro- 
totype of  the  blacksmith  surgeon  of  the  French  school  of  surgery, 
surely  in  Hawthorn  we  had  the  American  Trousseau.  These 
halls  have  so  forcibly  and  constantly  reminded  us  of  the  life  and 
labors  of  Richardson  and  Logan,  so  recently  gone  over  to  the 
silent  majority,  that  we  can  scarcely  realize  that  these  two  emi- 
nent Southern  surgeons  are  no  longer  here.  These  eminent 
teachers  are  at  rest,  the  lot  universally  meted  out  to  mankind  ; 
but  their  great  work  goes  on.  We  know  that  the  standards  they 
bore  are  safe  in  the  hands  of  our  confreres,  and  will  be  borne  ever 
onward  in  the  front  ranks  of  advancing  science. 

These  thoughts,  Mr.  President,  have  been  suggested  by  our 
presence  in  this  unique  city  of  the  South  ;  and  it  is  our  wish 
that  our  confreres  be  assured  of  our  keen  appreciation  of  their 
courtesy.  We  hope  that  our  visit  here  may  strengthen  the  pro- 
fessional ties  among  our  members,  and  cement  those  ties  by  the 
stronger  bonds  of  personal  friendship  and  mutual  esteem. 

The  resolution  was  unanimously  adopted. 

The  following  papers  were  read  by  title : 
1.  "  Etiology  and  Treatment  of  Post-operative  Ventral  Her- 
nia," by  Dr.  C.  A.  L.  Reed,  of  Cincinnati,  Ohio. 
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2.  "  An  Extra-peritoneal  Method  of  Operating  in  Certain 
Cases  of  Appendicitis,"  by  Dr.  Bacon  Saunders,  of  Fort  Worth, 
Texas. 

3.  "  Contusion  of  the  Brain,"  by  Dr.  J.  B.  Murfree,  of  Mur- 
freesboro,  Tenn. 

4.  "  Hemorrhagic  Emissions,"  by  Dr.  G.  Frank  Lydston,  of 
Chicago. 

5.  "  Suprapubic  Cystotomy,"  by  Dr.  B.  W.  Taylor,  of  Co- 
lumbia, S.  C. 

6.  "Conditions  Modifying  the  Prognosis  in  Gunshot  Wounds 
of  the  Abdomen,"  by  Dr.  A.  B.  Miles,  of  New  Orleans,  La. 

7.  "How  to  Deal  with  Gunshot  Wounds  Safely  Without 
Delay,"  by  Dr.  W.  L.  Robinson,  of  Danville,  Va. 

8.  "  Coeliotomy,  with  Report  of  Cases,"  by  Dr.  William  H. 
Wathen,  of  Louisville,  Ky. 

9.  "  Cancer  :  Its  Etiology  and  Treatment,"  by  Dr.  W.  L.  Rod- 
man, of  Louisville,  Ky. 

10.  "  Wounds  of  the  Bladder,  their  Recognition  and  Manage- 
ment," by  Dr.  Richard  Douglas,  of  Nashville,  Tenn. 

11.  "  Fibroid  Tumors  Complicated  with  Pregnancy,"  by  Dr. 
W.  D.  Haggard,  of  Nashville,  Tenn. 

12.  "  Rbinoplastic  Operations,"  by  Dr.  W.  S.  Elkin,  of  At- 
lanta, Ga. 

13.  "  Sarcomata  of  the  Peripheral  Nerves,  with  Report  of  a 
Case,"  by  Dr.  W.  O.  Roberts,  of  Louisville,  Ky. 

14.  "  A  Combination  of  Carbolic  Acid  and  Camphor  as  an 
Antiseptic,"  by  Dr.  W.  P.  Nicolson,  of  Atlanta,  Ga. 

15.  "  The  Present  Status  of  Ureteral  Surgery,"  by  Dr.  Arch. 
Dixon,  of  Henderson,  Ky. 

16.  "  Operative  Procedures  for  Calculi  in  the  Pelvis  of  the 
Kidney,"  by  Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala. 

Interesting  features  of  the  meeting  were  operations  performed 
at  the  Charity  Hospital,  through  the  courteous  invitation  of 
Dr.  Ernest  S.  Lewis  and  Dr.  A.  B.  Miles,  and  were  as  follows : 
Abdominal  section  for  salpingitis  and  peritonitis,  with  ad- 
hesions, by  Dr.  Joseph  Price,  of  Philadelphia ;  abdominal 
hysterectomy  for  uterine  myoma,  by  Dr.  Howard  A.  Kelly,  of 
Baltimore ;  abdominal  section  for  suppurative  salpingitis,  by  Dr. 
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Lewis  S.  McMurtry,  of  Louisville ;  supra-pubic  cystotomy  for 
chronic  cystitis,  by  Dr.  Hunter  McGuire,  of  Richmond ;  tre- 
phining for  traumatic  epilepsy,  by  Dr.  William  T.  Briggs,  of 
Nashville.  All  these  operations  were  performed  in  the  operating 
theatre  of  the  hospital,  in  the  presence  of  the  medical  class  of 
Tulane  University  and  members  of  the  Association. 

On  motion,  the  Association  adjourned  to  meet  in  the  city  of 
Charleston,  S.  C,  the  second  Tuesday  in  November,  1894. 

W.  E.  B.  DAVIS,  M.D., 

Secretary. 
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THE  SOUTHERN  SURGICAL  AND  GYNECO- 
LOGICAL ASSOCIATION— ITS  ORIGIN, 
OBJECTS,  AND  AIMS. 


By  Bedford  Brown,  M.D., 
Alexandria,  Va. 


\  The  Alabama  Surgical  and  Gynecological  Association, 
believing  that  an  organization  of  this  kind  embracing  the 
entire  Southern  States  would  redound  to  the  benefit  of  the 
medical  profession  of  the  South,  in  the  year  1887  proposed 
the  organization  of  a  Southern  Surgical  and  Gynecological 
Association,  and  with  this  design  invited  a  number  of  promi- 
nent Southern  surgeons  to  unite  with  them  in  founding  this 
Association.  This  purpose  was  carried  out  in  the  organiza- 
tion of  this  Association  in  the  city  of  Birmingham,  Ala., 
October  12,  1887,  and  Dr.  W.  D.  Haggard,  a  distinguished 
surgeon  of  Nashville,  was  elected  the  first  President.  The 
next  meeting  of  the  Association  was  also  held  in  the  city 
of  Birmingham,  December  4,  1888A^This  meeting  was  to 
be  made  the  true  test  of  the  future  success  or  failure  of  a 
body  around  which  we  hoped  to  perfect  a  great  and  intel- 
lectual scientific  organization.  It  was  on  this  occasion  five 
years  ago  that  a  small  band  of  earnest,  brave,  and  deter- 
mined Southern  surgeons,  assembled  midst  doubts,  anxieties, 
and  misgivings  for  the  future,  to  perfect  and  build  up  an 
organization  that  would  meet  the  advanced  requirements  of 
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the  times,  and  that  would  rank  in  point  of  talent,  efficiency, 
and  high-toned  character  with  the  other  great  institutions  of 
the  kind. 

Under  the  circumstances  we  fully  appreciated  the  difficulties 
ahead  of  us,  and  measured  accurately  the  herculean  task  that 
had  to  be  accomplished.  Many  of  the  most  eminent  and  ex- 
perienced surgeons  of  our  section  regarded  the  enterprise  with 
disfavor,  while  others,  equally  distinguished,  were  fully  im- 
pressed with  the  conviction  that  the  object  could  never  suc- 
ceed. But,  notwithstanding  the  tremendous  difficulties  we  had 
to  encounter,  the  vast  labor  expended,  and  the  many  obstacles 
in  our  path,  and  the  discouraging  iufluences  we  had  to  con- 
tend with,  the  Southern  Surgical  and  Gynecological  Associa- 
tion stands  to-day  a  monument  of  energy,  enterprise,  and 
indomitable  will. 

In  launching  forth  this  enterprise  upon  the  world  of 
science  we  were  anxious  but  none  the  less  hopeful  for  the 
future  ;  and  in  building  up  this  Association  with  a  view  solely 
and  alone  to  future  success,  regardless  of  prejudice,  of  in- 
dividual opiuion  or  interest,  we  determined  at  this  critical 
period  of  our  existence  to  begin  our  labors  in  the  right  direc- 
tion and  continue  so  to  the  end. 

On  the  occasion  of  this  meeting,  the  4th  of  December,  1888, 
memorable  in  our  history  because  it  was  fraught  with  so 
many  anxieties  and  hopes  for  the  future,  a  matter  of  most 
vital  importance  which  eugaged  our  attention  was  the  selec- 
tion of  a  leader  of  nothing  less  than  a  national  reputation  and 
one  whose  mind  and  heart  were  known  to  be  enlisted  in  the 
cause. 

In  this  crisis  of  our  existence  our  eyes  turned  to  that  emi- 
nent and  distinguished  surgeon,  Dr.  Hunter  McGuire,  whose 
reputation  is  broader  than  the  confines  of  this  great  nation, 
and  who  was  in  every  respect  qualified  to  lead  this  enterprise 
on  to  success.  To  this  wise  and  judicious  selection  just  at  a 
period  the  most  critical  and  important  in  the  history  of 
this   institution  much    of    its    success    and    prosperity    are 
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justly  due.  We  started  out  on  our  career  in  the  right  way, 
and  I  trust  that,  by  the  continued  exercise  of  wisdom  and 
discretion,  we  shall  continue  to  prosper  in  the  future  as  in 
the  past. 

In  the  selection  of  proper  material  to  compose  this  body, 
and  in  framing  our  laws  to  meet  this  important  question,  I 
think  the  Association  has  manifested  wisdom,  judgment,  and 
foresight.  To  adapt  these  laws  to  the  peculiar  wants  of  our 
Southern  profession  was  a  subject  for  the  exercise  of  much 
thought  and  discretion.  After  a  terrible  struggle  with  poverty, 
want,  and  desolation,  the  medical  profession  of  the  South  was 
just  at  this  period  emerging  from  its  trials  and  difficulties,  and 
beginning  to  show  to  the  world  its  determination  to  rise  above 
all  obstacles  and  take  its  true  rank  in  the  profession  of  civil- 
ized nations.  To  aid  in  this  laudable  design  has  ever  been 
the  actuating  motive  of  this  body.  Hence  our  laws  were  so 
arranged  as  to  embrace  in  our  Association  three  distinct  classes 
of  professional  men  :  the  specialist,  whether  surgeon  or  gyne- 
cologist, of  distinction,  skill,  and  experience  ;  the  second  was 
the  general  practitioner  of  eminence  and  experience,  who  in 
addition  practised  surgery  and  gynecology  to  a  limited  extent ; 
the  third  was  the  rising  young  surgeon  or  gynecologist  of 
character,  talent,  education,  and  promise,  but  whose  practical 
experience  was  limited.  In  this  connection  this  term, promise, 
means  a  great  deal.  Throughout  our  Southern  country  there 
are  hundreds  of  accomplished  young  surgeons  and  gynecol- 
ogists of  promise,  but  not  yet  of  eminence,  who  are  strug- 
gling for  success  and  who  are  certain  to  attain  distinction, 
that  this  arrangement  was  made  to  reach.  These  are  the 
men  who  are  coming  forward  to  take  the  place  of  those  of 
the  past  generation,  and  these  are  the  future  hope  of  our 
country. 

There  never  were  in  any  land  or  any  age  so  many  young, 
enterprising  men  of  character,  talent,  energy,  and  education  as 
in  our  country  at  the  present  time.  It  is  to  this  class  of 
young  men  of  known  talent  and  energy  that  this  Association 
has  extended  the  right  hand  of  fellowship,  and  a  free,  untram- 
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melled  invitation  to  unite  in  our  work  and  responsibilities, 
and  the  act  has  been  a  wise,  judicious,  and  profitable  one. 
The  individual  or  organization  that  has  extended  the  helping 
hand  of  encouragement  to  the  deserving,  meritorious,  ener- 
getic, struggling  young  man  in  fighting  his  way  to  success 
and  eminence  has  done  a  noble  and  generous  act  of  humanity. 
The  time  seemed  propitious,  then,  for  the  organization  of  a 
Southern  Surgical  and  Gynecological  Association.  Circum- 
stances demanded  it  and  subsequent  events  have  warranted  it. 
Since  that  period  this  Association,  I  am  proud  to  say,  has 
scientifically,  intellectually,  and  professionally  become  an 
integral  part  of  Southern  progress.  It  is  an  evidence  of 
Southern  spirit,  energy,  enterprise,  recuperative  power,  and 
courageous  determination  to  rise  above  its  desolated  condition 
and  conquer  success  and  prosperity ;  and  it  is  typical  of  that 
noble  and  brave  ambition  which  pervades  our  people,  to 
restore  this  once  impoverished  laud  to  a  state  of  prosperity  far 
beyond  that  of  the  golden  past.  Twenty-five  years  ago  the 
condition  of  the  Southern  people  was  desolate  and  impoverished 
to  a  degree  that  no  civilized  nation  of  modern  times  has  been 
reduced.  For  those  who  had  to  begin  the  herculean  task  of 
restoring  lost  fortunes  and  rebuilding  a  ruined  country  the 
outlook  was  appalling  and  dreary  beyond  measure.  Since 
that  time,  well  calculated  to  appal  the  stoutest  hearts,  our 
noble  profession,  by  its  labors  of  humanity,  charity,  its  cheer- 
ing influences  and  brave  example,  has  exerted  in  Southern 
recuperation  a  powerful  effect  for  good. 

That  our  Southern  country  might  be  enabled  to  reap  fully 
the  benefits  of  its  talents,  learning,  and  labors,  the  organization 
of  a  home  association  for  the  development  of  surgery  and 
gynecology  was  imperatively  demanded,  and  this  organization 
came  in  response  to  that  demand.  In  the  progress  of  Southern 
affairs,  in  the  onward  march  of  improvement,  in  the  advance 
of  thought,  in  that  vast  wave  of  prosperity  which  is  now  in 
progress  thoughout  the  land,  this  organization  has  become  a 
necessity  to  the  progress  of  surgery  and  gynecology  among 
our  Southern  people.     And  as  time  marches  on,  and  future 
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events  reveal  the  requirements  of  our  country,  they  will  only 
serve  to  prove  that  the  foundation  of  this  Association  came  at 
the  right  time  to  subserve  a  great  and  pressing  purpose.  The 
origin  of  the  Southern  Surgical  and  Gynecological  Associa- 
tion was  based  on  a  necessity  of  the  times.  Its  object  was  the 
promotion  of  the  progress  of  scientific  surgery  in  the  South, 
and  its  aim  was  the  development  of  surgical  talent  and  learning 
in  our  Southern  profession.  In  this  direction  lam  impi'essed 
with  the  conviction  that  this  Association,  in  connection  with 
others,  is  doing  a  great  and  good  work  for  our  country.  All 
professions,  in  all  times  and  in  all  countries,  need  an  active, 
living  stimulus  to  urge  them  on  to  energy  and  enterprise. 

Forming  an  opinion  by  my  own  individual  experience  and 
by  that  of  others,  I  am  persuaded  that  no  member  who  has 
followed  the  progress  of  this  Association  closely,  and  who  has 
taken  assiduous  part  in  its  proceedings,  whose  knowledge  of 
the  science  of  surgery  has  not  expanded,  whose  ideas  have  not 
been  enlarged  by  the  able  papers  and  discussions  that  have 
characterized  our  Transactions.  The  character,  reputation, 
and  vast  experience  of  many  of  the  surgeons  who  compose 
this  body,  and  the  splendid  work  they  have  performed,  are  in 
every  particular  worthy  of  the  great  Southern  people,  and 
would  be  an  honor  to  any  people  or  nation  on  earth. 

Throughout  our  sparsely  populated  Southern  country  there 
is  a  large  class  of  general  practitioners,  many  of  whom  are  good 
surgeons  and  gynecologists,  men  of  reputation,  of  education, 
experience,  and  standing  in  their  communities  and  States, 
whom  it  was  designed  to  bring  into  active  sympathy  and 
co-operation  with  the  work  of  this  institution.  This  was  a 
meritorious  class  of  men  in  every  respect.  Their  services  as 
surgeons  are  of  infinite  value  to  our  Southern  people,  and 
their  influence  as  men  of  refinement  and  moral  character  are 
equally  valuable  as  a  high-toned  honorable  example. 

But  unfortunately,  this  class  of  men  were  absolutely  de- 
barred from  sharing  the  privileges  and  advantages  of  the 
exclusive  special  associations  of  the  country.  All  professional 
associations,  however  exclusive,  open  their  doors  widely  to 
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men  of  national  or  world-wide  reputation.  Men  of  great 
talent  or  reputation  are,  as  a  rule,  always  welcome  to  such 
associations.  But  it  is  very  different  with  the  two  classes 
alluded  to  in  the  foregoing  pages.  The  doors  of  the  great 
national  associations  of  specialists  are  closed  and  barred 
against  those  two  classes  of  professional  men,  however  meri- 
torious may  have  been  their  lives,  provided  they  have  not 
reached  the  climax  of  professional  reputation.  I  am  happy 
to  say  that  the  organization  of  this  Association  is  based  upon 
broader,  more  liberal  and  more  democratic  principles. 

Our  laws  and  our  principles  require  that  all  whose  names 
are  inscribed  on  the  rolls  of  this  Association  shall  be  men  of 
honor,  of  character  and  standing,  of  education,  of  talent,  of 
experience  and  distinction. 

In  this  way  we  have  brought  together  and  united  in  one 
compact,  harmonious  workiug  body  the  skilled  and  illustrious 
specialist,  the  educated,  experienced  general  practitioner  who 
includes  in  his  work  surgery  and  gynecology,  and  the  educated 
young  surgeon  and  gynecologist  of  talent  and  promise.  We 
believe  that  this  arrangement  subserves  the  purposes  aud 
requirements  of  our  Southern  people  better  than  any  other. 
We  believe  also  that  the  influence  of  such  an  arrangement 
will  tend  more  certainly  to  build  up  the  interests  of  surgery 
and  gynecology  in  our  section,  and  at  the  same  time  to 
advance  the  interests  of  the  medical  profession  in  our  Southern 
States,  than  if  we  had  organized  an  exclusive  association  of 
specialists.  In  this  great  work  we  must  ever  bear  in  mind 
the  fact  that  our  labors,  means,  and  time  are  being  expended, 
not  only  for  the  benefit  of  science  generally,  but  also  to  aid 
in  the  cause  of  Southern  restoration  and  recuperation,  educa- 
tionally, intellectually,  and  scientifically. 

Scientific  bodies,  whether  medical,  surgical,  or  otherwise, 
are  in  all  intents  and  purposes  educational  aud  instructive, 
and  their  management,  principles,  and  work  should  be  so 
arranged  as  to  conduce  to  these  objects  iu  the  highest  degree. 
The  professional  association  and  journal  are  both  exerting  a 
powerful  effect  in   promoting  the  cause  of  medical  science. 
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They  are  the  progressive  allies  of  the  medical  college  in  the 
art  of  teaching  medicine.  They  are  both  great  and  necessary 
mediums  for  the  interchange  of  thought  and  opinion,  and  for 
the  publication  of  that  which  is  above  all  things  the  most 
useful  and  indispensable,  whether  to  the  experienced  or  iu- 
experienced — the  results  of  practical  personal  observation  and 
investigation.  Pure  science  without  experience  is  simply 
impractical  theory.  Simple  experience  without  the  lights  of 
science  is  but  little  better  than  profitless  rubbish. 

It  is  this  admirable  combination  of  scientific  learning  and 
culture,  and  ample  and  well-regulated  personal  experience 
that  gives  to  the  work  of  this  Association  such  force  and 
effect  in  our  profession.  It  is  the  friction  of  mind  with  mind, 
the  interchange  of  thought  with  thought,  idea  with  idea,  that 
stimulate  intellectual  effort  and  development,  and  add  to  the 
accumulation  of  knowledge. 

The  conservative  character  and  mission  of  the  Southern 
Surgical  and  Gynecological  Association  affords  a  field  for  the 
liberal  interchange  of  thought  and  opinion  that  none  other 
does.  It  is  a  school  for  imparting  and  receiving  practical 
knowledge  that  is  unrestricted  and  untrammelled. 

In  every  section  of  our  country,  accomplished  surgeons  are 
springing  up  who  are  prepared  to  practise  surgery  scientifically 
and  successfully.  It  is  in  obedience  to  this  rapid  increase  of 
surgeons  and  gynecologists  that  this  Association  was  founded. 
There  was  a  period  when  a  single  surgeon  could  control  the 
practice  of  a  great  section  or  State.  It  is  no  longer  thus. 
The  unlimited  avenues  for  the  acquisition  of  medical  knowl- 
edge have  wrought  a  wonderful  change  in  this  respect.  I 
will  not  say  that  education  is  levelling  all  things,  but  I  will 
say  that  education  is  elevating  all  things,  moral,  intellectual, 
and  material. 

I  regard  this  Association  in  the  light  of  an  organized  in- 
stitution for  the  acquisition  of  a  practical  knowledge  of 
surgery  and  gynecology.  To  so  construct  it  as  to  make  it  an 
organization  where  practical  experience  alone  is  taught,  was 
one  of  the  principal  aims  of  those  who  founded  it.     We  need 
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in  our  Southern  country,  practical  men,  practical  ideas, 
practical  methods  and  knowledge.  This  is  eminently  a 
practical  age,  and  in  this  respect  we  have  endeavored  to  adapt 
the  working  of  this  organization  to  the  pi'actical  wants  of  the 
times.  Ever  bearing  in  mind  the  great  principles  of  honor, 
right,  justice,  and  truth,  let  every  man,  whatever  profession  or 
vocation  he  may  be  destined  to  fill,  labor  to  make  our  Southern 
people  a  practical  people,  a  useful  people,  and  an  honorable 
people.  Practical  employment  is  the  great  and  pressing  need 
of  the  hour  and  times.  In  restoring  the  prosperity  of  our 
country,  in  rebuilding  our  great  and  valuable  interests,  nothing 
but  practical  methods  and  means  will  succeed.  We  believe 
that  in  furthering  these  great  and  vital  questions  that  we,  as 
a  profession,  with  our  present  practical  methods  of  research, 
observation,  and  investigation,  are  by  example  and  practice 
contributing  our  influence  toward  Southern  recuperation  and 
restoration.  But  we  are  not  only  engaged  in  a  great  and 
important  practical  work.  We,  at  the  same  time,  have  not 
forgotten  the  refined  amenities  of  personal  association. 

The  interchange  of  thought  and  opinion  between  the  mem- 
bers of  our  Association,  different  from  that  of  some  others, 
has  never  been  trammelled  or  embarrassed  by  acrimonious 
controversy  or  harsh  criticism.  On  the  contrary,  our  discus- 
sions have  ever  been  conducted  in  a  spirit  of  manliness,  high- 
toned  gentlemanly  bearing,  and  a  courtesy  that  has  ever 
characterized  our  proceedings.  In  this  way,  thought  has  ever 
had  a  free  range,  and  it  has  been  the  means  of  developing  a 
freedom  of  opinion  that  has  exerted  a  most  happy  and  bene- 
ficial influence  over  all.  Courtesy  in  our  intercourse,  kindli- 
ness to  all,  a  due  respect  for  the  rights  of  every  individual 
member,  in  their  results  are  not  limited  to  the  personal 
gratification  they  afford  at  the  moment,  but  looking  far  into 
the  distant  future  we  see  the  working  of  these  charming  in- 
fluences in  engendering  delightful  memories  that  we  have 
acted  our  parts  as  men  of  honor  and  humanity. 

The  memory  that  we  have  treated  our  brother  kindly, 
magnanimously,  and  generously  will  do  to  carry  with  us  down 
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the  rugged  path  of  life.  Recurring  again  to  the  beneficial 
influence  exerted  by  medical  associations  on  medical  progress, 
I  do  not  hesitate  to  hazard  the  statement  here  that  the  Medical 
Association  of  my  own  State,  Virginia,  has  accomplished 
more  to  raise  the  profession  of  medicine  in  that  State,  up 
from  its  condition  of  lethargy,  depression,  and  helplessness 
resulting  from  the  wreck  and  ruin  of  war  and  restore  it  to 
energy,  life,  and  prosperity,  than  any  single  agency.  No  one 
can  fully  realize  or  appreciate  the  grandeur  and  importance 
of  this  work,  and  its  valuable  results,  but  those  who  are 
familiar  with  the  black,  hopeless  chasm  of  despair  into  the 
gulf  of  which  our  people  had  sunk  after  the  late  disastrous 
war.  Then  how  much  cause  have  those  who  expended  their 
time  and  means  and  have  toiled  and  persevered  in  past  years, 
often  against  opposition,  discouragement,  and  difficulties,  to 
congratulate  themselves  on  the  splendid  results  of  their  labors, 
and  to  feel  proud  that  they  have  borne  an  honorable  part  in 
this  great  and  noble  work.  The  diffusion  of  useful  and 
practical  knowledge,  the  education  of  the  human  mind,  and 
the  elevation  of  human  thought  are  among  the  grandest  of 
human  missions,  -and  rank  in  their  glorious  results  almost 
equal  to,  and  but  little  less  in  importance,  than  the  propaga- 
tion of  the  gospel  of  Christ. 

Then  let  us  not  underestimate  the  importance  of  the  aims 
and  objects  of  this  Association.  They  are  not  limited  to  the 
pleasures  of  reunion;  neither  are  they  confined  to  the  mere 
advancement  of  individual  interest  or  the  gratification  of  per- 
sonal ambition.  They  rank  far  beyond  the  limits  of  these 
considerations.  We  are  building  up  surgical  and  gynecologi- 
cal science.  We  are  adding  our  mite  to  the  accumulated 
experience  of  ages.  We  are  engaged  in  the  stupendous  work 
of  making  surgical  history.  Whatever  is  said  or  done  within 
the  confines  of  this  Association  will  be  impressed  on  the 
pages  of  the  medical  history  of  the  world  and  must  go  down 
to  posterity  and  bear  the  test  of  enlightened  criticism.  Will 
the  character  of  our  work  bear  the  sharp  and  rigid  criticism 
of  the  cultivated,  enlightened,  and  searching  opinion  of  the 
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scientific  world?  I  believe  that  it  will.  I  believe  that  the 
character  of  the  work  of  this  Association  will  rank  in  point 
of  scientific  value  and  professional  merit  with  that  of  any 
other  organization  of  the  kind.  Medical  and  surgical  associa- 
tions have  multiplied  with  extraordinary  rapidity  in  the  past 
few  years.  Have  the  results  of  th's  vast  increase  in  medical 
associations  proved  favorable  or  unfavorable  for  the  cause  of 
medical  science?  I  believe  that  it  has  been  for  the  good  of 
medical  education  and  progress.  It  indicates  the  development 
of  a  spirit  of  inquiry,  of  research,  a  desire  to  impart  and  re- 
ceive information,  and  a  laudable  ambition  for  advancement 
that  augurs  good  for  our  country.  The  Southern  States  six 
years  ago  were  absolutely  destitute  of  a  surgical  or  gynecologi- 
cal association.  This,  when  considered  in  connection  with  the 
large  number  of  talented,  experienced,  and  promising  sur- 
geons and  gynecologists  in  that  section  is  a  remarkable  fact. 
\  These  Southern  surgeons  and  gynecologists,  scattered  over 
vast  and  sparsely  populated  sections,  men  of  talent,  character, 
and  education,  had  no  association  of  the  kind  on  earth  with 
which  they  could  unite.  Their  reputations  were  not  such  as 
to  entitle  them  to  fellowship  in  the  great  associations  of  spe- 
cialists in  our  country.  This  had  become  a  serious  question 
in  the  medical  profession  of  the  SouthA^There  seemed  to  be 
just  at  this  period  a  consensus  of  circumstances,  a  fitness  of 
things,  a  tide  of  professional  sentiment  and  opinion  which 
proclaimed  to  us  in  strong  and  unmistakable  language  that 
there  was  a  demand  and  a  necessity  for  an  association  based 
upon  principles  of  surgery  and  gynecology,  coextensive  with 
the  interests  of  the  medical  profession  of  the  South,  but  at  the 
same  time  one  based  upon  more  liberal  and  broader  principles 
and  more  suitable  to  the  requirements  of  the  Southern  people. 
Were  these  meritorious  and  deserving  men  to  be  forever  ex- 
cluded from  all  participation  in  associations  of  this  character, 
and  debarred  from  all  their  advantages,  pleasures,  and  profits? 
No.  The  time  had  arrived  in  the  accumulating  necessities 
of  the  age  when  talent  demanded  a  fair,  unobstructed  field 
for  action. 
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Intellect  in  its  height,  depth,  and  immensity  is  godlike,  and 
it  is  a  God-given  function  to  be  cultivated,  developed,  and 
used  for  the  good  of  the  human  race,  aud  it  is  our  imperative 
duty  to  give  it  a  generous  and  liberal  encouragement.  When 
for  a  moment  we  pause  and  reflect  on  the  wonderful  develop- 
ment of  talent,  the  extraordinary  acquisition  of  knowledge, 
and  the  marvellous  progress  of  medical  science  in  our  laud,  it 
is  not  difficult  to  realize  the  fact  that  the  rapidly  growing 
and  expanding  medical  talent  of  the  South  called  for  and  de- 
manded a  new  organization,  to  meet  the  rising  emergencies  of 
the  times. 

The  origin,  objects,  and  aims  of  this  organization  must  be 
regarded  in  a  broader,  wider,  and  far  more  important  light 
than  the  mere  founding  and  building  up  of  a  professional 
association  under  ordinary  circumstances.  The  state  of  the 
medical  and  surgical  sciences  is  inseparably  associated  with 
the  moral,  intellectual,  and  material  progress  of  countries  and 
nations.  At  the  conclusion  of  the  late  Civil  War  the  condi- 
tion of  the  Southern  States  was,  in  many  respects,  similar  to 
that  of  a  people  just  beginning  a  new  life,  but  bereft  of  every- 
thing, material  and  immaterial,  for  the  reorganization  of 
society.  The  medical  profession,  ever  brave,  ever  earnest,  and 
ever  determined,  was  among  the  earliest  in  this  gloomy  and 
discouraging  prospect  of  our  country  to  indicate  signs  of 
recuperation.  Since  that  sad  period  in  our  history,  the  on- 
ward progress  of  medical  science  in  the  South  and  the  process 
of  Southern  recuperation  have  advanced,  hand  in  hand, 
shoulder  to  shoulder,  and  are  linked  indissolubly  in  destiny. 
When  medical  science  declines  and  fails,  in  this  or  any  other 
nation,  then  civilization  and  national  prosperity  will  go  down 
with  it.  Medical  science,  enlightened,  cultivated,  pure,  con- 
stitutes one  of  the  strongest  pillars  of  civilization  and  national 
refinement.  And  though  our  people  were  left,  after  a  disas- 
trous war,  impoverished  and  desolated,  they  still  clung  to 
their  civilization,  their  religion,  their  medical  and  legal 
learning. 

No  nation,  no  people,  can  ever  rise  high  in  the  scale  of  en- 
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lightenment  and  prosperity  without  an  enlightened  knowledge 
of  medical  science.  It  is  one  of  the  earliest  indications  ot 
national  progress,  and  one  of  the  earliest  to  indicate  national 
decline  and  decay.  In  founding  the  Southern  Surgical  and 
Gynecological  Association  I  believe  that  we  have  accomplished 
a  noble  and  commendable  work.  It  was  an  important  duty 
that  we  owed  to  Southern  recuperation  and  prosperity,  and  in 
laboring  to  strengthen  medical  science  in  our  country  we  are 
bearing  our  part,  however  insignificant  it  may  be,  in  the 
grand  cause  of  civilization  and  enlightenment.  We  stand 
here  in  the  relation  to  each  other  of  both  teachers  and  learners. 
We  instruct  and  are  in  turn  instructed.  The  very  nature, 
the  pith,  the  leading  principle  and  object  of  this  Association  is 
educational.  Its  chief  aim  is  to  aid  in  the  cause  of  developing 
enlightened  surgery  and  gynecology  in  the  sparsely  populated 
sections  of  our  Southern  country.  If,  in  our  efforts  we  have 
been  the  means  of  conducing  to  this  end,  then  our  labors  have 
not  been  in  vain. 

The  medical  and  special  associations  of  our  country  I  re- 
gard as  an  important  and  indispensable  part  of  the  educational 
system  of  the  nation,  and  none  are  doing  more  efficient  or 
valuable  work  for  the  promotion  of  this  cause  than  this. 
Men  of  eminence,  distinction,  and  vast  professional  opportu- 
nities, fresh  from  great  and  almost  unlimited  fields  of  practical 
experience,  meet  here  on  common  ground,  rich  and  ripe  in 
knowledge  acquired  from  active  practice,  and  each  willing  and 
ready  to  impart  to  the  other  valuable  treasures  obtained  from 
practical  observation. 

W7hile  the  Southern  Surgical  and  Gynecological  Association 
is  supposed  to  be  composed  exclusively  of  specialists,  as  its 
name  implies,  this  is  not  a  strictly  correct  idea  of  its  character. 
If  it  were  so  constituted  it  would  fail  to  meet  the  requirements 
of  the  Southern  people.  It  is  in  reality  composed  of  two 
distinct  but  harmonious  elements — the  skilled  and  learned 
specialist  and  the  minor  surgeon  and  gynecologist.  I  believe, 
as  previously  expressed,  that  the  latter  is  at  this  time  a  neces- 
sary element  of  Southern  society  as  at  present  constituted. 
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The  chief  advantage  of  this  arrangement  is  that  the  skilled 
specialist  becomes  the  teacher  of  the  minor  gynecologist.  He 
instructs  him  in  that  most  important  art,  a  correct  knowledge 
of  the  true  distinctions  between  the  requirements  of  major  and 
minor  gynecology.  To  have  attained  to  a  clear  and  scientific 
understanding  of  the  art  of  knowing  when  a  given  case 
demands  surgical  interference,  or  when  conservative  treatment 
only  is  required,  is  arriving  at  a  state  of  perfection  that  the 
most  learned  might  envy.  Both  the  major  and  minor  gyne- 
cologists should,  by  all  the  means  in  their  power,  strive  to 
attain  this  facility  or  art  of  differentiation  in  this  particular 
as  being  the  basic  principle  upon  which  all  safe  surgery 
depends. 

The  learned  and  skilful  specialist  occupies  a  position  in 
this  Association  of  infinite  importance  and  usefulness ;  his 
relations  here  to  the  minor  gynecologist  are  equally  fortunate 
and  favorable,  and  his  influence  for  good  is  invaluable.  There 
cannot  be  skilled  specialists  in  every  town  and  village  in  our 
country,  but  there  are  thousands  of  diseased  females  who 
require  attention  but  are  not  proper  subjects  for  surgical 
operation,  and  who  have  not  the  means  to  enter  a  sanitarium 
for  treatment.  There  are  this  day  hundreds  of  educated 
physicians  practising  minor  gynecology  among  this  class  who 
are  doing  a  good  and  meritorious  work.  Let  us  not  under- 
value the  merits  of  an  intelligently  and  skilfully  practised 
minor  gynecology.  If  there  is  any  good  in  it,  let  whatever 
is  good  be  sifted  from  that  which  is  worthless  and  estimated 
at  its  true  value.  I  believe  that  minor  gynecology  has  its 
proper  place  in  the  science  of  general  gynecology. 

The  appearance  on  the  stage  of  medical  progress  of  the 
skilled  specialist  has  been  one  of  the  glories  of  the  present 
generation.  It  is  one  of  those  brilliant  and  splendid  advances 
in  civilization  that  appears  only  at  rare  intervals  in  the 
progress  of  science.  It  marks  a  tremendous  stride  in  the 
onward  march  of  our  profession.  Medical  and  scientific 
knowledge  and  learning  were  increasing  so  rapidly  and  press- 
ing on  the  human  brain  so  forcibly  and  powerfully  as  to  demand 
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more  room  and  a  wider  field  for  action,  and  specialism  came 
for  the  accommodation  of  this  marvellous  increase  of  knowledge. 
\  Forty  years  ago  there  appeared  on  the  scene  of  American 
surgical  science  a  man  whose  splendid  genius  blazed  forth  in 
all  the  brilliancy  of  the  gorgeous  and  glorious  sun  of  the 
summer  morn.  He  came  from  poverty  and  obscurity.  He 
came  unheralded,  unpredicted,  and  unexpected.  Rarely  has 
it  been  the  fortune  of  any  man  to  make  'such  impression  on 
professional  opinion  and  practice.  He  was  a  native  of  our 
Southern  land,  and  it  was  in  that  warm,  genial,  and  sunny 
clime  that  his  genius  was  born.  \  It  was  that  grand  and  superb 
manywhom  we  all  love  and  admire^  the  great  Marion  Sims,  the 
ideal  specialist}/  His  life  was  a  beautiful  picture  to  contem- 
plate, of  lovely  character,  of  attractiveness  of  person,  of  innate 
modesty,  elegance  of  manner,  a  charming,  fascinating  voice, 
united  with  the  grandest  order  of  genius  and  strength  of  intel- 
lect. He  was,  in  all  the  relations  of  life  as  a  man,  a  great 
surgeon ;  as  a  humanitarian  and  speaker,  one  of  the  most 
splendid  of  his  race.  His  appearance  on  the  scene  of  surgical 
science  marked  an  epoch  in  the  history  of  surgery,  not  only 
in  his  own  country,  but  throughout  the  universe.  Marion 
Sims  was  truly  a  great  man.  He  originated  ideas,  thoughts, 
and  practices  that  revolutionized  the  opinions  and  methods  of 
an  age,  and  that  must  impress  themselves  on  the  current  of 
surgical  progress  for  all  future  time.  It  was  not  the  bor- 
rowed, purchased,  or  surreptitiously  acquired  reputation,  but 
the  glorious  genius  of  Nature,  bursting  forth  and  unfolding 
itself  as  circumstances  and  opportunity  called  it  into  active 
life.  The  man  who  can  turn  the  great  strong  tide  of  human 
thought  from  the  depths  of  doubt,  uncertainty,  and  darkness 
into  the  clear  golden  light  of  truth,  reason,  and  certainty  is 
nothing  less  than  a  heaven-born  genius. 

We,  of  the  South,  have  a  just  right  to  feel  proud  of  the 
genius  and  greatness  of  Marion  Sims.  We  are  proud  that  he 
was  born  on  Southern  soil.  But  at  the  same  time  we  are 
proud  to  call  him  an  American  citizen,  an  honor  to  his 
country  and  age.      Nothing   but   the  demands   of  absolute 
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necessity  brought  forth  the  specialist  in  modern  gynecology. 
Sims  was  the  forerunner,  the  pioneer  who  made  it  reputable, 
who  made  it  great  and  launched  it  on  its  road  to  greatness 
and  power.  Medical  science  had  grown  too  vast,  too  compli- 
cated for  any  single  mind  to  grasp  or  practise.  The  time  had 
arrived  for  a  division  of  labor  in  our  profession,  and  the  rapid 
development  of  medical  scieuce  imperatively  demanded  it. 

In  the  economic  arrangement  of  all  things  there  seems  to  be 
a  tendency  to  a  division  of  labor.  We  observe  this  tendency 
in  the  arts,  manufactures,  sciences,  in  commerce ;  and  in 
Nature's  great  field  of  operations  we  see  this  principle  at  work 
busily  and  unceasingly,  and  as  we  near  the  goal  of  perfection 
in  medicine,  specialism,  or  a  division  of  labor,  will  be  drawn 
finer  and  closer  as  we  progress.  If  the  division  of  labor  has 
been  a  means  of  developing  art,  mechanism,  manufactures, 
then  there  is  no  good  reason  why  it  should  not  become  a  means 
of  developing  medical  science  also. 

The  progress  in  medical  aud  surgical  science  in  the  past 
twenty  years  has  astounded  the  civilized  world.  We  who  are 
engaged  in  its  daily  study  and  practice  behold  its  wonderful 
advance  with  astonishment.  These  wonderful  changes  have 
been  wrought  largely  through  the  advantages  of  a  division  of 
labor.  For  ages  the  advantages  of  a  division  of  labor  were 
unknown  aud  unrecognized.  Hence  the  progress  of  medicine 
and  all  other  sciences  and  arts  was  slow,  uncertain,  and  often 
retrogressive.  So  long  as  a  single  mind  attempted  the  impos- 
sible task  of  grasping  all  things  there  could  be  no  progress. 

But  while  untold  benefits  have  resulted  from  a  division  of 
labor  in  our  profession,  in  developing  the  various  great  special- 
ties and  in  the  attainment  of  their  wonderful  power  and  per- 
fection, this  vast  influence  may  prove  a  source  of  danger,  and 
specialism  may  in  its  exalted  position  become  domineering, 
intolerant,  nay  radical,  and  run  into  the  extreme  of  exclusive- 
ness  and  narrow-mindedness.  I  am  happy  to  say  that  in  the 
construction  of  our  organization  there  is  a  conservative  element, 
a  balance-wheel,  that  will  protect  us  against  these  untoward 
dangers. 

< 
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All  organized  bodies,  in  their  struggle  for  the  attainment 
of  success  and  the  maintenance  of  that  supremacy  that  comes 
from  success,  may  in  certain  particulars  be  compared  to  indi- 
vidual enterprise.  When  by  a  long  course  of  toil,  per- 
severance, and  good  judgment  the  much-coveted  goal  of 
success  has  been  at  last  attained,  and  the  very  pinnacle  of 
hope  has  finally  been  reached,  aud  we  stand  apparently  on  a 
firm  and  solid  foundation,  and  then  can  take  a  retrospective 
view  of  the  difficulties  of  the  past,  and  look  the  future  in  the 
face  with  confidence  and  composure,  and  satisfy  our  minds 
that  all  has  been  accomplished  that  ambition,  hope,  and  ex- 
pectation could  desire,  then  we  already  stand  on  dangerous 
grouud.  It  is  as  hard  and  difficult,  in  the  affairs  of  this 
world,  to  maintain  success  as  it  is  to  attain  it. 

You  and  I  have  toiled  for  years  to  build  up  this  admirable 
and  noble  institution,  the  pride  of  our  profession.  Let  us, 
with  equal  ardor  and  earnestness,  labor  to  maintain  it  in  its 
integrity  and  power,  and  to  perpetuate  it  for  all  future  time. 
We  stand  here  as  an  organized  band,  united  in  purpose  to 
promote  the  great  and  glorious  cause  of  surgical  science,  with 
this  single  aim  in  view,  congenial  in  sentiment,  united  in 
friendship,  strong  in  the  confidence  of  each  other,  determined 
to  give  our  time,  talent,  and  energy  to  the  great  work  before 
us. 

Forty-five  years  ago  the  medical  history  of  female  diseases 
was  in  a  state  of  primeval  simplicity,  but  it  was  the  simplicity 
of  profound  ignorance.  It  was  then  confined  usually  in  the 
concluding  pages  in  some  work  on  obstetrics  to  a  description 
of  prolapsus  uteri,  leucorrhoea,  amenorrhoea,  dysmeuorrhcea, 
menorrhagia,  cancer  uteri,  and  metritis.  Now  the  literature 
of  g37necology  is  sufficieut  to  fill  a  respectable  library,  and  the 
work  is  of  sufficient  magnitude  to  occupy  the  most  splendid 
minds  of  our  day  for  a  lifetime.  Such  is  the  importance  of 
her  who  is  the  loveliest  of  all  God's  creation,  and  such  is  the 
vastness  of  her  peculiar  diseases. 

The  change  that  these  forty-five  years  have  wrought  is 
marvellous  and  astounding,  even  to  us  who  make  the  science 
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an  object  of  daily  thought  and  observation.  Surgery  has 
taught  gynecology  much,  but  gynecology  has  repaid  surgery 
with  full  measure.  The  gynecologist  taught  the  surgeon  the 
invaluable  lesson  that  the  abdominal  cavity  could  be  opened 
with  impunity,  and  its  organs  exposed,  handled,  and  treated 
successfully.  The  grand  lesson  was  taught  in  the  wilds  of 
Kentucky  more  than  seventy  years  ago.  Every  year  of  our 
progress,  gynecology  is  becoming  more  and  more  a  part  of 
surgery,"  until  it  would  seem  that  the  two  would  become  ulti- 
mately blended  into  one  vast  science.  Nevertheless,  I  am 
impressed  with  the  conviction  that  there  are  two  natural  divi- 
sions of  gynecology,  based  upon  actual  and  real  phases  and 
conditions  of  disease,  the  major  and  minor  forms  of  the 
science,  and  that  the  lines  between  these  two  divisions  can 
never  be  obliterated.  History  indicates  that  the  science  of 
medicine  is  replete  with  remarkable  changes,  sometimes  ad- 
vancing and  at  others  receding.  Sometimes  following  new 
ideas  and  theories  with  intense  zeal  to  extreme  results,  and 
again  abandoning  what  appeared  to  be  fixed  principles  and 
practices,  and  then  retracing  its  steps  returns  to  old  opinions 
long  discarded. 

Our  profession  is  steadily  advancing,  but  it  does  not  pro- 
gress in  a  direct  line  forward.  However  apparently  well 
grounded  and  firmly  fixed  may  appear  our  ideas  and  prin- 
ciples of  to-day,  they  may  be  overturned  by  others  equally 
plausible,  and  set  aside  to-morrow.  We  may  not  be  surprised 
if  principles  which  appear  to  us  to  be  settled  for  all  time 
should  in  a  few  brief  years  be  rejected  as  untenable.  But 
without  a  scientific  knowledge  of  the  principles  of  sepsis  as  a 
cause  of  disease,  and  antisepsis,  comprising  the  means  of  cor- 
recting diseases,  this  Association  and  others  of  its  kind  would 
not  now  be  in  existence.  Sepsis  is  no  longer  an  idea  or  a 
theory.  It  is  an  established  fact,  and  has  come  to  remain 
with  us  for  all  time.  It  has  made  surgeons  and  gyneco- 
logists of  us  all.  Men  who  were  formerly  timid  and  hesi- 
tating about  using  the  knife  on  any  occasion  now  dare 
use  it  at  every  opportunity.     We  are  naturally  iuclined  to 
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ask  this  question,  When  will  this  thing  end,  or  has  it  any 
end? 

There  is  at  the  present  time  a  larger  degree  of  talent,  abso- 
lutely and  relatively,  of  education,  of  learning  engaged  in  the 
study,  observation,  and  practice  of  medicine  in  its  various 
branches,  throughout  the  civilized  world,  than  in  any  other 
single  scientific  subject.  This  is  in  wonderful  contrast  with  the 
state  of  medicine  two  or  three  centuries  ago.  We  can  now, 
without  emotions  of  shame  or  reproach,  look  the  world  squarely 
in  the  face,  and  with  pride  and  justice  proclaim  that  modern 
medicine  is  a  science.  Twenty  years  of  the  present  time  can 
bring  forth  more  for  the  advancement  of  science  and  enlight- 
enment and  civilization  of  the  human  race  than  five  centuries 
did  a  thousand  years  ago. 

In  conclusion,  I  desire  to  make  some  passing  allusion  to  the 
alleged  sectional  chai'acter  of  our  title  and  purpose,  "  The 
Southern  Surgical  and  Gynecological  Association."  Those 
who  founded  this  Association  never  entertained  the  remotest 
idea  or  intention  of  organizing  it  or  using  it  for  sectional  pur- 
poses. They  believed  that  the  necessities  of  the  medical 
profession  of  the  South  demanded  and  required  such  an 
institution  based  upon  broad,  liberal,  and  democratic  princi- 
ples, open  to  merit,  talent,  and  character  for  the  encouragement 
of  medical  progress  in  that  section. 

No  !  We  are  of  all  people  the  least  sectional.  We  are  a 
band  of  workers  linked  together,  working  with  one  mind, 
with  the  single  purpose,  the  noble  object  alone  of  promoting 
the  sciences  of  surgery  and  gynecology.  We  know  no  politics, 
no  political  distinctions.  We  do  not  even  know  the  political 
opinions  entertained  by  each  other.  We  are  composed  of 
ardent  workers  in  search  of  scientific  knowledge  from  the  far 
North,  the  distant  West,  the  East,  and  the  South,  that  mingle 
together  on  perfect  terms  of  equality,  in  social  pleasure,  and 
in  a  spirit  of  kindliness  and  mutual  confidence.  There  are 
those  here  mingling  together  in  friendly  intercourse  who  took 
part  in  the  great  struggle,  and  who  stood  arrayed  against  each 
other  in  bloody  array,  now  united  in  friendship  and  engaged 
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in  the  humane  office  of  devising  means  for  alleviating  human 
suffering  and  prolonging  human  life.  The  scene,  as  it  pre- 
sents itself  to  my  mind,  of  men  with  one  single  and  grand  and 
glorious  object  working  together  harmoniously,  congenially, 
trustingly,  forgetting  all  differences  of  opinion,  political  and 
social,  each  ready  to  make  sacrifices  for  the  other  and  for  the 
good  of  the  cause,  presents  a  sight  truly  noble  and  worthy  of 
the  greatest  admiration. 

To  those  illustrious  and  distinguished  men  who  have  at  our 
invitation  come  from  the  great  cities  of  the  North — Boston, 
New  York,  Philadelphia,  Buffalo,  Chicago,  Cincinnati,  and 
St.  Louis — and  united  their  destinies  with  ours  and  are  sharing 
with  us  our  toils  and  responsibilities,  I  have  only  words  of 
admiration,  commendation,  and  kindliness.  I,  for  one,  thank 
them  for  the  noble,  distinguished,  and  unselfish  part  they  have 
borne  in  laboring  with  us  to  build  up  the  cause  of  medical 
science  in  our  once  impoverished  Southern  laud,  and  I  can  in 
all  truth  and  sincerity  assure  them  that  their  association  with 
this  institution  has  not  only  redounded  to  its  welfare  and 
profit,  but  has  brought  about  a  friendly  and  kindly  relation 
and  engendered  charming  and  delightful  memories  that  I  trust 
may  go  with  us  through  all  the  vicissitudes  of  life  and  end 
only  when  life  itself  is  no  more. 

And,  finally,  in  the  concluding  sentences  of  this  address 
we  can,  in  all  truth,  congratulate  ourselves  that  we  have 
arrived  at  a  stage  of  the  progress  of  this  organization  where 
we  can  look  back  and  take  a  retrospective  view  of  oar  work 
for  the  past  six  years,  and  see  the  good  results  of  our  labors, 
and  observe  the  growth  of  this  Association  from  a  small 
beginning  to  a  great  and  influential  body,  representative  of  the 
Southern  profession,  and  respected  not  only  by  the  people  of 
the  South,  but  by  the  entire  profession  of  this  great  Union. 
How  has  this  eminent  position  in  the  estimation  of  the  pro- 
fession of  our  country  been  attained  ?  This  great  and  desir- 
able end  has  been  accomplished  solely  and  alone  by  a  strict 
and  unswerving  adherence  to  the  inflexible  principle  that  no 
man  can  gain  admittance  to  a  membership  of  this  Association 
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who  has  not  an  unblemished  character,  who  is  not  a  gentleman 
of  honor  and  probity,  and  who  does  not  possess  professional 
attainments.  That  Council  of  Five,  which  is  so  strong  and 
valuable  a  feature  of  this  Association,  has  ever  been  the 
watchful,  the  faithful,  and  incorruptible  guardian  of  the  inter- 
ests, the  rights,  and  the  welfare  of  this  institution,  aud  they 
have  unswervingly  protected  it  against  the  entrance  of  men 
unfit  to  become  the  associates  of  gentlemen  of  honor  and 
attainment. 

Gentlemen,  this  is  the  basis,  the  foundation  of  all  great  and 
prosperous  institutions.  However  brilliant  and  splendid  may 
be  the  intellectual  features  of  an  institution,  if  it  is  corrupt,  is 
low  in  its  standard  of  character,  if  it  hath  not  honor,  purity, 
and  refinement  it  cannot  stand  the  test  of  time.  Then  let  us 
hold  to  that  invaluable  principle  which  has  given  us  strength, 
influence,  and  prosperity,  which  has  made  us  what  we  are 
to-day,  a  great  and  respected  body,  whose  portals  no  man  is 
permitted  to  enter  without  an  unblemished  reputation.  Let 
us  but  determine  to  maintain  this  high  standard  of  qualification 
which  has  been  the  established  rule  of  our  action  in  the  past, 
and  the  future  success  and  prosperity  of  this  Association  is 
assured,  and  it  will  take  rank  morally  and  intellectually  with 
the  greatest  association  of  the  kind  on  earth.  But  if  the  day 
should  ever  come  when  this  high  standard  for  membership 
should  be  lowered,  then  our  reputation  and  standing  in  the 
estimation  of  the  world  will  be  trailed  in  the  dust,  and  the 
Southern  Surgical  and  Gynecological  Association  will  no 
longer  command  or  deserve  the  respect  of  an  honorable  pro- 
fession. 

But  of  such  untoward  events  I  have  no  fear.  I  believe 
that  the  future  of  the  Southern  people  and  of  our  Southern 
laud  is  a  bright  and  glorious  one.  The  same  blood  that 
courses  through  our  veins  to-day  animated  the  hearts  and 
souls  of  those  grand  and  splendid  men  of  the  past,  men  whose 
acts  and  lives  stand  out  in  clear  and  conspicuous  light  in  the 
greatest  events  in  the  history  of  our  country.  The  grand  old 
Anglo-Saxon  race  still  survives  in  our  Southern  land,  homo- 
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geueous  and  unsullied,  with  its  traditional  energies,  enterprise, 
and  intellectual  force  and  power.  A  race  that,  however  dis- 
asters or  misfortunes  may  befall  it,  whatever  obstacles  may 
beset  its  path,  and  whatever  may  be  the  number  and  magni- 
tude of  the  difficulties  it  may  have  to  encounter,  has  ever 
conquered  in  the  end,  and  has  ever  come  to  the  front  in  the 
glorious  achievements  of  civilization  and  enlightenment.  The 
grand  mission  of  this  splendid  old  race  on  this  earth,  wher- 
ever it  may  be  found,  is  to  purify  and  refine  human  character, 
to  elevate  and  improve  human  thought,  and  to  liberalize  the 
human  heart. 

We  stand  here  not  only  as  representatives  of  enlightened 
surgery  and  medicine,  and  of  the  advanced  science  of  the 
times,  now  fast  verging  on  the  twentieth  century ;  but  we 
stand  here  also  the  blood,  the  bone,  and  the  sinew  of  the 
greatest  and  grandest  race  on  this  earth,  and  I  feel  that  in 
the  hands  of  this  noble  race,  which  has  done  so  much  for  the 
glory  and  civilization  of  this  world,  and  whose  history  has 
been  so  wonderful  in  the  past,  our  Southern  history,  our  in- 
terests, our  institutions,  our  civilization  are  safe ;  and  I  feel 
satisfied  that  to  them  may  be  trusted  the  future  integrity  and 
success  of  our  noble  profession  and  this  its  greatest  represen- 
tative body  of  the  South. 


MEMORIAL    ADDRESS   IN    HONOR   OF 
DR.   EPHRAIM   McDOWELL. 


By  L.  S.  McMurtry,  M.D., 
Louisville. 


In  accordance  with  a  resolution  adopted  one  year  ago 
I  have  the  honor  to  appear  before  you  on  this  occasion. 
It  would  seem  almost  a  work  of  supererogation  to  submit 
an  elaborate  biographical  sketch  of  McDowell,  after  the 
very  complete  accounts  of  his  life  and  labors  which  have 
been  contributed  to  medical  literature  by  the  late  Prof. 
Samuel  D.  Gross  and  the  late  Dr.  John  D.  Jackson.  Yet,  I 
presume  that  no  one  will  for  a  moment  question  the  good  taste 
and  wisdom  of  perpetuating  in  our  volumes  of  Transactions 
the  names  and  deeds  of  those  eminent  Southern  surgeons  who 
did  so  much  to  lay  the  foundation  in  America  and  the  whole 
world  for  the  present  splendid  system  of  surgery  and  gyne- 
cology. This  galaxy  of  illustrious  names  would  be  incom- 
plete without  that  of  McDowell,  "  the  father  of  ovariotomy  " 
and  the  pioneer  in  abdominal  surgery,  which  in  modern 
times  has  grown  to  such  grand  proportions.  Hence  it  seems 
appropriate  that  our  own  Transactions  should  coutain  a 
record  of  the  essential  elements  of  McDowell's  character,  of 
his  splendid  courage,  his  high  scientific  attainments  and  sur- 
gical skill. 

In  1852,  twenty-two  years  after  the  death  of  Ephraim 
McDowell,  Prof.  Gross  in  his  celebrated  report  on  Kentucky 
Surgery  to  the  Kentucky  State  Medical  Society  presented  a 
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sketch  of  the  life  of  this  eminent  surgeon,  with  a  detailed 
account  of  his  original  surgical  work.  This  sketch  was  sub- 
sequently incorporated  in  Gross'  American  Medical  Biog- 
raphy, published  by  Lindsay  &  Blakistou,  of  Philadelphia, 
in  1861.  In  this  memoir  Prof.  Gross  formally  set  forth 
McDowell's  claims  as  originator,  by  successful  accomplish- 
ment, of  the  radical  cure  of  ovarian  tumors  by  abdominal 
section.  In  1879,  at  the  dedication  of  the  monument  erected 
by  the  Kentucky  State  Medical  Society  over  the  grave  ot 
McDowell,  at  Danville,  Kentucky,  Prof.  Gross  delivered  an 
elaborate  memorial  oration,  in  which  he  reviewed  his  former 
sketch,  and  in  a  masterly  effort  paid  fitting  tribute  to 
McDowell's  memory,  silencing  forever  the  criticisms  and 
claims  of  certain  English  surgeons  who  endeavored  to  claim 
for  others  the  honor  and  credit  justly  due  McDowell.  This 
occasion  was  made  an  imposing  one  by  the  Kentucky  State 
Medical  Society,  and,  by  the  monument  erected  and  the 
memorial  volume  published,  the  name  and  fame  of  McDowell 
were  established  as  the  valued  and  cherished  heritage  of 
American  surgery.  I  had  the  honor  on  that  occasion  to  in- 
troduce Prof.  Gross  (if  I  may  use  the  word  in  its  restricted 
sense),  and  shall  never  forget  the  eloquence  and  enthusiasm 
of  the  Nestor  of  American  surgery  as  he  depicted  in  thrilling 
words  the  achievements  of  the  subject  of  his  oration.  Indeed 
the  occasion  was  one  which  could  not  be  readily  obscured  in 
memory.  Upon  the  platform  were  seated  the  Governor, 
Secretary  of  State,  and  other  dignitaries  of  the  State  ot 
Kentucky ;  the  President  of  the  American  Medical  Associa- 
tion (Dr.  Lewis  A.  Sayre) ;  the  venerable  Dr.  Gilman 
Kimball,  of  Lowell,  Mass.  (who  had  then  performed  ovari- 
otomy almost  three  hundred  times),  and  many  other  dis- 
tinguished American  surgeons ;  with  a  large  convention  of 
the  members  of  the  Kentucky  State  Medical  Society,  and  an 
audience  of  cultivated  people.  Among  the  letters  read  on 
the  occasion  paying  tribute  to  McDowell's  worth  and  fame 
were  those  of  Sir  Spencer  Wells  and  Mr.  Thomas  Bryant,  of 
England ;    Fordyce   Barker,    T.    Gaillard   Thomas,    Oliver 
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Wendell  Holmes,  T.  G.  Richardson,  Theophilus  Parvin,  and 
other  distinguished  Americans. 

In  1872  the  late  Dr.  John  D.  Jackson,  of  Danville,  Ky., 
published  in  Gaillard's  Medical  Journal  a  biographical 
sketch  of  Ephraim  McDowell.  Dr.  Jackson  was  at  that 
time  actively  engaged  in  medical  practice  in  the  town  where 
McDowell  had  lived  and  labored,  and  amoncj  his  friends  and 
colleagues  were  those  who  had  known  the  first  ovariotomist 
personally,  as  well'  as  a  number  of  his  relatives  by  blood. 
In  Dr.  Jackson's  sketch  he  states  that  he  has  been  able  to 
verify  the  statements  contained  in  Dr.  Gross'  memoir  by 
conversation  with  numerous  contemporaries  of  McDowell, 
thus  giving  additional  confirmation  to  the  discriminating 
observation  of  Dr.  Gross  as  a  biographer.  Having  been 
reared  and  educated  in  Danville,  aud  having  for  several 
years  practised  medicine  there,  I  can  attest  the  fidelity 
and  care  with  which  Dr.  Jackson  traced  the  personal  char- 
acetristics  and  professional  work  of  the  subject  of  this 
sketch. 

Ephraim  McDowell  was  born  in  Rockbridge  County, 
Virginia,  on  the  eleventh  day  of  March,  1771.  His  ancestors 
removed  from  Scotland  to  the  valley  of  Virginia  in  1737. 
His  mother's  maiden  name  was  Sarah  McClung,  the  name 
indicating  that  she  too  was  of  Scotch  ancestry.  McDowell's 
father  was  prominent  in  political  life  in  Virginia,  and  a 
member  of  the  Legislature  of  that  State;  in  1782  he  came  as 
a  land  commissioner  to  Kentucky  (which  was  then  a  portion 
of  Virginia),  and  soon  after  removed  his  family  to  Danville. 
He  was  afterward  appointed  judge  of  the  District  Court  of 
Kentucky.  Ephraim  McDowell  received  his  early  education 
at  a  classical  seminary  at  Georgetown,  Ky.,  and  then  went  to 
Staunton,  Va.,  to  enter  the  office  of  Dr.  Humphreys,  of  that 
place,  as  a  medical  student.  Of  Dr.  Humphreys  little  is 
known,  save  that  he  was  a  graduate  of  the  University  of 
Edinburgh  and  a  practitioner  of  ability.  In  1793  McDowell 
went  to  Scotland  to  attend  lectures  at  the  University  of 
Edinburgh.     At  the  same  time  Dr.  Samuel  Brown,  one  of 
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the  first  corps  of  lecturers  of  the  Transylvania  University  at 
Lexington,  Ky.,  and  Drs.  Hosack  and  Davidge,  of  New 
York,  were  attending  the  great  Scottish  University.  He  re- 
mained in  Edinburgh  during  the  session  of  1793-94,  but  did 
not  receive  the  degree  of  M.D.  As  far  as  we  know,  the 
degree  of  M.D.  was  not  conferred  upon  him  until  1823,  when 
entirely  unsolicited  on  his  part  the  University  of  Maryland 
conferred  upon  him  the  honorary  degree  of  M.D.  The  Medical 
Society  of  Philadelphia,  at  the  time  the  most  distinguished  of 
the  kind  in  this  country,  sent  him  its  diploma  in  1807,  two 
years  before  he  performed  his  first  ovariotomy.  Thus  it  will 
be  seen  that  McDowell  had  attained  national  distinction  as  a 
surgeon  before  he  undertook  the  work  which  has  made  his 
name  famous. 

While  in  attendance  on  the  course  of  the  University  of 
Edinburgh,  McDowell  attended  the  private  instructions  of 
John  Bell,  the  most  able  and  eloquent  of  the  Scottish  surgeons 
of  his  day.  That  portion  of  Mr.  Bell's  course  in  which  he 
lectured  upon  the  diseases  of  the  ovaries  and  depicted  the 
hopeless  fate  to  which  their  victims  were  condemned,  made  a 
powerful  impression  upon  his  auditor.  Indeed  McDowell 
afterward  stated  that  the  principles  and  suggestions  at  this 
time  enunciated  by  his  master  impelled  him  sixteen  years 
afterward  to  attempt  what  was  considered  an  impossibility. 
In  1795  McDowell  returned  to  his  home  at  Danville,  then  a 
small  village  in  the  Western  wilderness,  and  entered  upon  the 
practice  of  his  profession.  Being  a  man  of  classical  education, 
coming  from  the  most  famous  medical  school  of  the  world,  he 
soon  easily  assumed  the  first  professional  position  in  his 
locality,  and  within  a  few  years  he  became  known  throughout 
all  the  Western  and  Southern  States  as  the  first  surgeon  of 
his  entire  section  of  country.  Indeed  until  Dr.  Benjamin  W. 
Dudley,  of  Lexington,  Ky.,  came  upon  the  field,  McDowell 
stood  without  one  to  dispute  his  position  as  the  most  eminent 
surgeon  west  of  the  Alleghenies.  During  this  time  his  prac- 
tice extended  in  every  direction,  persons  coming  to  him  from 
all  the  neighboring  States,  and  he  frequently  making  long 


26  MEMORIAL  ADDRESS  ("MCDOWELL"). 

journeys  on  horseback  to  operate  upon  persons  whose  condi- 
tion would  not  permit  them  to  visit  him  at  his  home.  As 
far  as  is  known  he  was  in  the  habit  of  performing  every 
surgical  operation  then  practised.  In  lithotomy  he  was 
especially  successful,  and  was  known  to  have  operated,  up  to 
1828,  twenty-two  times  without  a  single  death.  He  operated 
many  times  for  strangulated  hernia,  and  did  successfully 
various  amputations  and  other  operations,  including  trache- 
otomy. 

In  1809,  fourteen  years  after  he  had  begun  the  practice  of 
his  profession,  he  was  sent  for  to  see  a  Mrs.  Crawford,  resid- 
ing in  Greene  County,  Ky.,  some  sixty  miles  from  Danville. 
McDowell  found  her  to  be  the  subject  of  an  ovarian  tumor, 
which  was  rapidly  growing  and  hastening  to  a  fatal  termina- 
tion. In  the  language  of  Prof.  Gross :  "  After  a  most 
thorough  and  critical  examination,  Dr.  McDowell  informed 
his  patient,  a  woman  of  unusual  courage  and  strength  of 
mind,  that  the  ouly  chance  for  relief  was  the  excision  of  the 
diseased  mass.  He  explained  to  her,  with  great  clearness  and 
fidelity,  the  nature  and  hazard  of  the  operation ;  he  told  her 
that  he  had  never  performed  it,  but  that  he  was  ready,  if  she 
were  willing,  to  undertake  it,  and  risk  his  reputation  upon  the 
issue,  adding  that  it  was  an  experiment,  but  an  experiment  well 
worthy  of  trial."  At  the  close  of  the  interview  Mrs.  Craw- 
ford declared  that  any  mode  of  death,  suicide  excepted,  was 
preferable  to  the  slow  death  which  she  was  undergoing,  and  that 
she  would  submit  to  any  operation  which  held  out  even  a  remote 
prospect  of  relief.  Mrs.  Crawford  was  forty-seven  at  the  time 
of  the  operation,  and  died  on  March  30,  1841,  aged  seventy- 
eight  years.  It  was  not  until  seven  years  afterward,  and 
when  he  had  twice  repeated  the  operation,  that  McDowell 
published  any  account  of  it.  In  1816  he  prepared  a  brief 
account  of  his  first  three  cases,  a  copy  of  which  he  forwarded 
to  his  old  preceptor,  Johu  Bell,  who  was  then  travelling  on 
the  Continent  for  his  health,  and  had  left  his  professional 
correspondence  in  the  charge  of  Mr.  John  Lizars.  The  com- 
munication failed   to  reach   Mr.  Bell,  and  another  copy  of 
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the  report  was  forwarded  by  McDowell  to  Philadelphia 
for  publication.  The  report  appeared  in  the  Eclectic  Rep- 
ertory and  Analytical  Review  for  October,  1816.  It  read  as 
follows : 

"In  December,  1809,  I  was  called  to  see  a  Mrs.  Crawford, 
who  had  for  several  months  thought  herself  pregnant.  She 
was  affected  with  pain  similar  to  labor  pains,  for  which  she 
could  find  no  relief.  So  strong  was  the  presumption  of  her 
being  in  the  last  stage  of  pregnancy,  that  two  physicians  who 
were  consulted  in  her  case  requested  my  aid  in  delivering  her. 
The  abdomen  was  considerably  enlarged,  and  had  the  appear- 
ance of  pregnancy,  though  the  inclination  of  the  tumor  was 
to  one  side,  admitting  of  an  easy  removal  to  the  other. 
Upon  examination  per  vaginam,  I  found  nothing  in  the 
uterus,  which  induced  the  conclusion  that  it  must  be  an  en- 
larged ovarium.  Having  never  seen  so  large  a  substance 
extracted,  nor  heard  of  an  attempt  or  success  attending  any 
operation  such  as  this  required,  I  gave  to  the  unhappy  woman 
information  of  her  dangerous  situation.  She  appeared  willing 
to  undergo  an  experiment,  which  I  promised  to  perform,  if 
she  would  come  to  Danville  (the  town  where  I  live),  a  distance 
of  sixty  miles  from  her  place  of  residence.  This  appeared 
almost  impracticable  by  any  but  the  most  favorable  convey- 
ance, though  she  performed  the  journey  in  a  few  days  on  horse- 
back. With  the  assistance  of  my  nephew  and  colleague,  James 
McDowell,  M.D.,  I  commenced  the  operation,  which  was  con- 
cluded as  follows :  Having  placed  her  on  a  table  of  the  ordinary 
height,  on  her  back,  and  removed  all  her  dressing  which  might  in 
any  way  impede  the  operation,  I  made  an  incision  about  three 
inches  loug,  from  the  musculus  rectus  abdominis,  on  the  left 
side,  continuing  the  same  niue  inches  in  length,  parallel  with 
the  fibres  of  the  above-named  muscle,  extending  into  the 
cavity  of  the  abdomen,  the  parietes  of  which  were  a  good 
deal  contused,  which  we  ascribed  to  the  resting  of  the  tumor 
on  the  horn  of  the  saddle  during  the  journey.  The  tumor 
then  appeared  full  in  view,  but  was  so  large  that  we  could 
not  take  it  away  entire.      We  put  a  strong  ligature  around 
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the  Fallopian  tube  near  to  the  uterus  ;  we  then  cut  open  the 
tumor,  which  was  the  ovarium  and  the  fimbriated  part  of  the 
Fallopian  tube  very  much  enlarged.  We  took  out  fifteen 
pounds  of  a  dirty,  gelatinous-looking  substance ;  after  which 
we  cut  through  the  Fallopian  and  extracted  the  sac,  which 
weighed  seven  pounds  and  a  half.  As  soon  as  the  external 
opening  was  made,  the  intestines  rushed  out  upon  the  table, 
and  so  completely  was  the  abdomen  filled  with  the  tumor, 
that  they  could  not  be  replaced  during  the  operation,  which 
was  terminated  in  about  twenty-five  minutes.  We  then 
turned  her  upon  her  left  side,  so  as  to  permit  the  blood  to 
escape,  after  which  we  closed  the  external  opening  with  the 
interrupted  suture,  leaving  out  at  the  lower  end  of  the 
incision  the  ligature  which  surrounded  the  Fallopian  tube. 
Between  every  two  stitches  we  put  a  strip  of  adhesive  plaster, 
which,  by  keeping  the  parts  in  contact,  hastened  the  healing 
of  the  incision.  We  then  applied  the  usual  dressing,  put  her 
to  bed,  and  prescribed  a  strict  observance  of  the  antiphlogistic 
regime.  In  five  days  I  visited  her,  and  much  to  my  astonish- 
ment found  her  engaged  in  making  up  her  bed.  I  gave  her 
particular  caution  for  the  future,  and  in  twenty-five  days  she 
returned  home  as  she  came,  in  good  health,  which  she  con- 
tinues to  enjoy." 

Two  additional  cases  completed  this  report,  all  three 
patients  making  complete  and  prompt  recovery. 

Three  years  later  (October,  1819)  McDowell  reported  in 
the  same  journal  two  additional  cases.  It  will  be  observed 
that  seven  years  elapsed  from  the  time  he  first  operated  until 
he  made  his  publication,  when  he  was  enabled  to  add  two 
more  successful  cases.  That  so  long  a  time  should  have  been 
allowed  to  elapse  was  most  probably  due  to  the  surgeon's 
natural  aversion  to  writing.  He  was  fond  of  the  active 
duties  of  his  profession  and  possessed  a  natural  antipathy  for 
literary  work.  Such  men  we  all  know  nowadays  in  the 
profession,  and  we  must  remember  that  the  telegraph,  medical 
societies,  and  weekly  medical  journals  were  not  at  his  com- 
mand.    The  communication  announcing  the  successful  under- 
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taking  covered  less  than  three  octavo  pages  01  printed  matter 
and  bore  the  evidence  of  careless  composition,  but  all  the 
essential  points  were  given  succinctly.  If  such  operations 
had  been  performed  in  our  day  the  most  minute  circumstances 
would  have  been  described  in  detail.  McDowell  lacked 
that  grace  of  diction  and  power  of  description  necessary  for 
such  work.  Dr.  Gross  says  that  writing  was  a  great  bore  to 
him,  and  that  he  was  almost  a  stranger*  to  the  pen  and  never 
had  any  fancy  for  its  use.  Perhaps  the  manner  in  which  this 
report  was  made  did  much  to  provoke  the  criticism  with 
which  it  was  received.  Dr.  James  Johnson,  the  very  learned 
editor  of  the  London  Medico-  Chirurgical  Review,  was  espe- 
cially severe  and  satirical  in  his  criticisms.  In  1827,  when 
McDowell's  work  was  confirmed  by  other  persous  and  by 
additional  cases,  Dr.  Johnson  said  :  "There  were  circum- 
stances in  the  narrative  of  some  of  the  first  cases  that 
raised  misgivings  in  our  minds,  for  which  uncharitableness 
we  ask  pardon  of  God  and  of  Dr.  Ephraim  McDowell,  of 
Danville." 

Just  here  it  will  be  interesting  to  note  some  points  in 
McDowell's  operative  technique.  The  operation,  of  course, 
was  executed  without  an  anesthetic.  The  incision  was  made 
to  the  left  of  the  median  line,  about  three  inches  external  to 
the  rectus  muscle,  and  was  nine  inches  in  length.  After 
opening  the  peritoneum  he  first  tied  the  pedicle  with  a  strong 
ligature,  and  then  cut  open  the  tumor  and  removed  its  con- 
tents. He  then  divided  the  pedicle,  it  having  been  previously 
tied,  and  removed  the  sac.  As  soon  as  the  incision  was  made 
into  the  abdomen,  he  states  the  intestines  rushed  out  upon  the 
table,  and  were  not  replaced  until  the  operation  was  com- 
pleted, which,  he  adds,  occupied  twenty-five  minutes.  He 
then  turned  the  patient  upon  the  left  side  to  allow  all  fluids  to 
escape.  He  closed  the  incision  with  interrupted  sutures  and 
brought  out  the  ligature  attached  to  the  pedicle  at  the  lower 
angle  of  the  incision.  In  reporting  his  cases  he  omits  men- 
tion of  the  material  composing  the  ligature,  and  I  have  been 
informed  by  a  personal  friend  of  McDowell,  now  dead,  who 


30  MEMORIAL  ADDRESS  ("MCDOWELL"). 

was  a  great  deal  about  McDowell's  office  in  his  boyhood,  that 
the  ligatures  used  were  made  of  shoemaker's  thread  and 
waxed  thoroughly  before  being  used.  Adhesive  strips  and 
a  bandage  completed  the  dressing,  and,  in  the  author's  lan- 
guage, he  prescribed  "a  strict  observance  of  the  antiphlo- 
gistic regime."      The  special  features  of  the  technique  are : 

(1)  the  incision  was  made  through  the  muscular  layer  of  the 
abdominal  wall  three  inches  external  to  the  rectus  muscle 

(2)  the  cyst  was  not  evacuated  until  after  the  pedicle  was  tied 

(3)  an  effort  was  made  to  cleanse  the  peritoneum  of  fluids 

(4)  drainage  was  sought,  as  well  as  escape  of  ligatures,  by 
bringing  the  ligatures  out  at  the  lower  angle  of  the  incision  ; 

(5)  the  operation  occupied  only  twrenty-five  minutes,  expedi- 
tion being  more  the  result,  doubtless,  of  the  want  of  an 
anaesthetic  than  otherwise.  In  his  report  of  his  second  case 
he  uses  this  language  :  "  I  laid  her  side  open."  In  his  third 
case,  however,  he  adopted  the  median  incision,  saying  in  his 
report  of  this  case,  "  I  changed  my  place  of  opening  to  the 
linea  alba."  In  all  of  his  cases  he  ligatured  the  pedicle  before 
separating  adhesions  or  tapping  the  tumor.  In  his  third 
case  he  mentions  that  the  ligatures  could  not  be  released  for 
five  weeks,  at  the  end  of  which  time  the  cord  was  taken 
away. 

In  his  second  report,  in  1819,  in  which  he  relates  two  ad- 
ditional cases,  he  incidentally  alluded  to  his  critics  and  their 
criticisms  in  these  words :  "  I  thought  my  statement  suffi- 
ciently explicit  to  warrant  auy  surgeon's  performing  the 
operation  when  necessary,  without  hazarding  the  odium  of 
making  an  experiment,  and  I  think  my  description  of  the 
mode  of  operating,  and  of  the  anatomy  of  the  parts  con- 
cerned, clear  enough  to  enable  any  good  anatomist,  possessing 
the  judgment  requisite  for  a  surgeon,  to  operate  with  safety. 
I  hope  no  operator  of  any  other  description  may  ever  attempt 
it.  It  is  my  most  ardent  wish  that  this  operation  may 
remain  to  the  mechanical  surgeon  forever  incomprehensible." 
If  we  knew  nothing  else  of  McDowell's  mental  cast  and 
surgical  ability,  these  lines  would  stamp  him  as  a  surgeon  of 
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broad  and  elevated  views,  with  a  high  conception  of  the 
science  and  art  of  surgery,  a  keen  appreciation  of  its  progressive 
spirit,  and  that  he  knew  of  the  advanced  ground  upon  which 
he  trod. 

How  many  times  during  his  career  he  performed  ovariotomy 
is  not  now  certainly  known.  Dr.  Jackson  states  that  in  1822 
he  made  a  long  horseback  journey  of  some  hundreds  of  miles 
into  middle  Tennessee,  and  performed  ovariotomy  with  success 
upon  Mrs.  Overton,  who  resided  near  the  Hermitage,  the 
residence  of  President  Jackson.  The  only  assistants  he  had 
in  the  operation,  Dr.  Jackson  states,  were  General  Jackson 
and  a  Mrs.  Priestly.  General  Jackson  seems  to  have  been 
greatly  pleased  with  McDowell,  and  had  him  go  to  his 
house  for  entertainment.  His  nephew,  Dr.  William  A. 
McDowell,  who  was  for  five  years  his  pupil  and  two  years 
his  partner,  tells  us  that  up  to  1820  his  uncle  had  done 
seven  ovariotomies,  six  of  which  he  witnessed,  and  that 
six  of  the  seven  were  successful.  Dr.  Alban  G.  Smith  suc- 
ceeded Dr.  William  A.  McDowell  as  partner  of  Dr.  Ephraim 
McDowell,  and  while  with  him  Dr.  Smith  himself  twice  per- 
formed ovariotomy.  The  younger  McDowell  states  later  that 
he  knew  of  his  uncle  having  during  his  career  operated  thir- 
teen times,  exclusive  of  the  two  cases  Dr.  Smith  operated 
upon,  and  of  the  thirteen  eight  recovered.  McDowell  first 
operated  in  1809;  in  July,  1821,  Dr.  Nathan  Smith, 
Professor  of  Surgery  in  Yale  College,  performed  ovariotomy 
at  Norwich,  Conn.  Dr.  Smith  had  never  heard  of  McDowell's 
work  and  operated  in  au  entirely  original  way.  The  incision 
was  made  in  the  median  line,  and  was  three  inches  in  length. 
Dr.  Smith  states  that  he  waited  until  the  blood  ceased  flowing 
before  he  opened  the  peritoneum.  The  omentum  being 
adherent,  he  tied  it  away  with  ligatures  made  from  a  kid- 
glove.  The  pedicle  was  also  tied  with  the  same  material,  the 
ligature  cut  short,  the  pedicle  dropped,  and  the  incision  closed. 
The  patient  made  an  uninterrupted  recovery.  Dr.  Alban  G. 
Smith,  previously  mentioned,  reported  his  first  operation, 
of  date  of  May  23d,  1823,  in  the  North  American  Medical 
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and  Surgical  Journal  for  January,  1820.  He  states  that  he 
administered  a  decoction  of  senna  to  the  patient  the  night 
after  the  operation,  producing  free  catharsis  the  next  day  and 
the  day  following.  Peaslee  alludes  to  this  to  illustrate  the 
crude  methods  of  the  early  ovariotomist,  while  we  of  the 
present  day  recognize  Dr.  Smith  as  having  been  in  advance  of 
his  times.  In  1829  Rogers,  of  New  York,  operated  success- 
fully, adopting  the  method  of  treating  the  pedicle  which 
Nathan  Smith  had  practised.  Bellinger,  of  Charleston,  S.  C, 
operated  successfully  in  1835,  tying  the  pedicle  after  Nathan 
Smith's  method.  McDowell  died  in  1830,  and  from  1835 
until  1843  there  were  absolutely  no  cases  of  ovariotomy  in 
this  country,  according  to  the  searching  record  of  Peaslee  and 
others.  In  1843  the  late  Dr.  John  L.  Atlee,  of  Lancaster, 
Pa.,  and  Dr.  Alexander  Dunlap,  of  Springfield,  Ohio,  began 
their  work,  joined  by  Dr.  Washington  L.  Atlee,  of  Phila- 
delphia, the  following  year,  and  revived  the  operation  in 
America.  Of  these  great  pioneers  in  abdominal  surgery  Dr. 
Alexander  Dunlap  still  survives. 

There  would  be  comparatively  little  credit  due  McDowell 
had  he,  without  just  conception  of  the  nature  and  character  of 
the  undertaking,  its  difficulties  and  its  dangers,  cut  into  an 
ovarian  tumor,  thinking  it,  perhaps,  an  abscess  or  serous 
accumulation;  but,  educated  as  he  was  in  the  most  famous 
and  advanced  medical  school  in  the  world,  experienced  in  all 
branches  of  operative  surgery,  he  had  a  thorough  couception 
of  the  nature  of  the  tumor,  and  deliberately  conceived  and 
successfully  executed  a  complete  operative  procedure  previ- 
ously uuattempted  in  the  civilized  world.  In  Great  Britain 
Dr.  Robert  Houston  had,  in  1701,  laid  open  an  ovarian  tumor 
and  evacuated  its  contents,  but  made  no  attempt  to  remove 
the  sac.  A  similar  operation  had  been  done  by  L'Aumonier, 
but  the  failure  of  these  eminent  surgeons  would  rather  tend 
to  deter  than  to  encourage  one  from  the  undertaking.  When 
we  think  of  one  living  on  the  border  of  Western  civilization, 
in  a  little  town  of  five  hundred  inhabitants,  far  removed  from 
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the  opportunity  of  consultation  with  anyone  whose  opinion 
might  be  of  value,  and  nearly  a  thousand  miles  from  the 
nearest  hospital  or  dissecting-room,  performing  a  new  and 
untried  operation  of  such  magnitude  upon  the  living,  before 
the  days  of  anaesthesia,  with  a  full  sense  of  the  responsibility 
and  danger,  without  skilled  assistants,  our  admiration  for 
McDowell's  courage  and  skill  rises  to  its  full  height,  and  we 
feel  that  he  was  indeed  a  man  of  original  ability,  clear  head, 
skilled  hand,  and  stout  heart. 

Dr.  Jackson,  who  conversed  with  many  reliable  persons 
personally  acquainted  with  McDowell,  gives  this  description 
of  his  personality  :  "  Dr.  McDowell,  in  person,  was  nearly  six 
feet  in  height,  of  commanding  carriage,  of  a  rather  florid  com- 
plexion, with  black  eyes  and  dark  hair,  and  deemed  in 
youth  a  cpiite  handsome  man.  He  was  always  remarkable 
for  his  strength  and  agility,  and  while  at  Edinburgh  was  pro- 
nounced the  swiftest  foot-racer  in  the  whole  University.  He 
was  one  of  the  kindest-hearted  and  most  amiable  of  men, 
overflowing  with  cheerfulness  and  good  humor,  and  readily 
approachable  by  the  world.  He  seemed  to  be  totally  devoid 
of  all  reserve  and  austerity,  a  tinge  of  which  is  generally 
characteristic  of  the  scholar  and  professional  man,  and  never 
appeared  to  assume  that  there  was  any  difference  between  the 
plane  of  his  vocation  and  that  of  the  humblest  unlettered 
artisan. 

"  He  possessed  an  excellent  medical  library  for  his  day  and 
locality,  and  was  in  the  habit  of  purchasing  most  of  the  prin- 
cipal new  works  on  medicine.  While  having  a  fair  knowledge 
of  the  classics,  yet  most  of  his  professional  leisure  he  gave  to 
history  and  belles-lettres.  Burns  was  an  especial  favorite  with 
him,  and  from  his  familiarity  with  the  Scottish  dialect, 
acquired  while  in  Edinburgh,  his  readings  and  quotations 
were  given  with  the  idiom  as  perfect  as  if  he  had  been  a  native 
of  Auld  Eeekie. 

"As  a  citizen,  he  was  charitable  and  public-spirited,  favor- 
ing and  contributing,  by  his  means,  to  most  of  the  enterprises 
which  promised  good  to  the  community  in  which  he  resided. 

S  Surg  3 
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He  was  an  especial  friend  to  the  Centre  College  of  Kentucky, 
co-operating  largely  by  his  influence  aud  money  toward  its 
foundation,  and  was  indeed  one  of  its  original  corporators  and 
curators.  This,  too,  although  its  government  was  by  the 
Presbyterian  Church,  while  he  himself  was,  in  religion,  an 
Episcopalian.  The  site  of  the  present  Episcopal  edifice  in 
Danville.  Trinity  Church,  was  a  contribution  from  Dr.  Mc- 
Dowell." 

All  who  knew  him  were  impressed  with  the  elegance  of  his 
personal  appearance,  especially  with  the  neatness  of  his  dress 
and  his  personal  cleanliness. 

At  the  age  of  thirty-one,  Dr.  McDowell  married  Sarah,  the 
daughter  of  Kentucky's  famous  "  war  governor,"  Isaac  Shelbv, 
with  whom  he  lived  happily,  and  raised  a  family  of  six 
children,  two  sons  and  four  daughters,  only  three  of  these  sur- 
viving him.  Mrs.  McDowell  was  his  survivor  by  ten  years. 
In  the  later  years  of  his  life  he  removed  from  the  village  to 
a  country  home,  where  he  spent  the  later  years  of  his  life, 
still  continuing  his  professional  work.  He  died  on  the  20th 
day  of  June,  1830,  after  a  brief  illness. 

In  affairs  relating  to  human  progress  and  discoveries,  his- 
tory repeats  itself.  The  discovery  of  the  circulation  of  the 
blood,  one  of  the  most  brilliant  achievements  of  the  seven- 
teenth century,  it  is  said  was  not  accepted  by  a  single  one  of 
Harvey's  contemporaries  over  forty  years  of  age.  Many 
years  elapsed  before  the  efficiency  of  vaccination  was  fully 
accepted  after  Jenner's  demonstration  of  its  protective  power. 
All  great  discoveries  in  science  have  been  destined  to  be 
received  with  doubt,  prejudice,  and  opposition.  It  was  not 
allowed  to  McDowell  to  see  the  fruits  of  his  immortal  work 
beyond  the  limits  of  his  own  country.  As  I  have  stated, 
Prof.  Xathan  Smith,  the  second  ovariotomist,  had  never 
heard  of  McDowell's  successful  work  when  he  undertook  the 
solution  of  the  same  problem.  When  McDowell  died,  his 
operation  could  scarcely  be  said  to  have  gained  a  foothold, 
and  after  his  death  it  was  abandoned  until  the  Atlees  and 
Dunlap  revived  the  operation.     In  England,  Charles  Clay 
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did  his  first  operation  in  1842.  Mr.  Spencer  Wells  began  to 
operate  in  1858.  The  growth  and  development  of  the  opera- 
tion up  to  the  present  time,  when  it  has  become  the  most  suc- 
cessful major  operation  known  to  surgery,  are  familiar  to  all. 
That  the  work  of  McDowell,  published  to  the  world  in  1816, 
opened  the  way  and  established  the  feasibility  and  practica- 
bility of  the  operation  no  one  pretends  to  deny.  One  remark- 
able circumstance  connected  with  the  operation  is  that  it 
originated  and  was  most  practised  in  the  country,  while  the 
eminent  teachers  of  surgery  in  the  great  cities,  as  a  rule,  re- 
fused to  accept  it  and  positively  opposed  it  long  after  it  was 
established  in  practice.  At  so  late  a  period  as  when  Dr. 
Washington  L.  Atlee  lived  and  practised  in  Philadelphia  he 
was  refused  professional  recognition  by  many  eminent  sur- 
geons of  that  city,  and  was  often  denounced  as  a  murderer. 
Another  circumstance  connected  with  the  birth  and  growth  of 
ovariotomy  which  cannot  but  impress  the  student  of  its  his- 
tory, is  that  this  branch  of  surgery  has  been  advanced  by  the 
labors  of  a  few  men.  The  fate  of  this  operation  was  for  a 
long  time  centred  in  the  personality  of  a  few  courageous  in- 
dividuals. The  high  position  it  has  attained  is  due  to  the 
fact  that  its  recorded  results  are  made  by  a  comparatively  few 
operators. 

It  is  beyond  the  scope  of  this  address  to  discuss  the  brilliant 
achievements  of  modern  surgeons  in  extending  the  field  of 
abdomiDal  and  pelvic  surgery.  Every  important  organ  within 
the  abdomen  has  been  brought  within  the  surgeon's  province, 
until  this  department  of  surgery  has  become  the  crowning 
glory  of  our  art.  The  foundation  and  history  began  with 
ovariotomy;  ovariotomy  began  with  McDowell.  Careful  re- 
flection upon  the  operative  methods  of  the  "  Father  of  Ovari- 
otomy," as  I  have  endeavored  to  portray  them  by  quoting 
from  his  own  description,  will  demonstrate  that,  except  as  to 
asepsis,  but  little  improvement  has  been  made  over  his  methods 
as  originally  conceived  and  carried  out.  The  introduction  of  the 
clamp,  as  practised  so  long  by  Sir  Spencer  Wells,  we  now  know 
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to  have  been  a  backward  step  which  for  many  years  delayed 
the  progress  of  ovariotomy  and  prevented  an  extension  of  the 
field  of  abdominal  surgery.  With  a  return  to  the  dropped 
pedicle  as  ligatured  by  McDowell,  with  the  simple  modifica- 
tion of  ligatures  cut  short,  the  operation  at  once,  under  anti- 
septic precautions,  reached  its  present  position. 


THE  DIAGNOSIS  OF  PELVIC  INFLAMMATORY 
DISEASES. 


By  Howard  A.  Kelly,  M.D., 
Baltimore,  Md. 


So  much  attention  has  been  paid  to  the  treatment  of  pelvic 
inflammatory  diseases  that  I  feel  it  will  not  be  amiss  to  devote 
my  remarks  on  this  occasion  exclusively  to  the  diagnosis.  To 
the  general  practitioner  the  importance  of  appreciating  the 
grounds  upon  which  the  diagnosis  of  these  affections  is  made 
is  a  matter  of  the  greatest  moment,  and  to  him  I  desire  espe- 
cially to  speak. 

That  a  consideration  of  this  subject  and  from  this  stand- 
point is  called  for  at  present  cannot  be  questioned,  for  I  find 
upon  analyzing  the  last  two  hundred  cases  in  my  private  case- 
book, most  of  which  have  been  referred  to  me  by  physicians 
at  a  distance,  15.5  per  cent,  had  no  pelvic  disease  at  all ;  in 
other  words,  an  error  in  diagnosis  had  been  made.  We  will 
consider  therefore  : 

First.  In  what  way  pseudo-pelveo-perUonitis  simulates  true 
pelveo-peritonitis,  and, 

Second.  What  are  the  means  of  making  a  differential  diag- 
nosis between  pseudo-pelveo-perUonitis  and  true  pelveo-peri- 
tonitis ? 

The  term  "  pelvic  inflammatory  disease  "  includes  all  affec- 
tions of  the  tubes  and  ovaries  resulting  from  infections  of 
these  organs  or  the  pelvic  peritoneum  ;  also  all  inflammatory 
conditions  resulting  from  traumatism  or  other  causes  not 
directly  traceable  to  infection. 

As  the  result  of  this  inflammatory  process  plastic  lymph  is 
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thrown  out,  forming  adhesions  between  the  uterine  append- 
ages and  the  adjacent  peritoneum  and  pelvic  walls,  pelvic 
floor,  posterior  surfaces  of  broad  ligaments,  or  uterus  ;  it  is 
by  means  of  these  adhesions  that  true  pelvic  inflammatory  dis- 
ease is  diagnosed. 

This  concomitant  inflammation  of  the  peritoneum  is  called, 
according  to  its  location,  peri-salpingitis,  peri-oopkoritis,  or 
peri-metritis.  The  more  common  affections  of  the  tubes  and 
ovaries  exciting  this  inflammation  of  the  peritoneum  are  sal- 
pingitis, pyosalpinx,  hydrosalpinx,  tuberculosis,  and  abscess 
of  the  ovary. 

PSEUDO-PELVEO-PERITONITIS. 

Pseudo-pelveo-peritonitis  is  usually  found  in  hysterical 
women,  who  furnish  many  of  the  symptoms  and  present  a 
history  often  closely  analogous  to  that  of  true  pelvic  peri- 
tonitis. 

Such  cases  have  usually  been  long  under  the  family  doc- 
tor's charge  when  they  are  referred  to  the  specialist.  Their 
history  is  one  of  dysmeuorrheea  extending  over  years,  and 
intense  enough  in  some  instances  to  confine  the  patient  to  bed 
for  two  or  three  days  during  each  period.  Many  of  these 
patients  are  regularly  addicted  to  opium  or  the  bromides  and 
the  milder  sedatives.  Douches,  plasters,  blisters,  and  topical 
applications  per  vaginam  have  usually  entered  largely  into 
the  treatment. 

As  a  consequence  of  the  opium  habit  a  well-marked  cachexia 
is  often  present,  which  may  be  very  misleading.  A  certain 
number  of  these  patients  have  spent  days  or  weeks  in  bed  on 
account  of  pains  in  the  lower  abdomen  simulating  and  thought 
to  be  peritonitis. 

From  these  symptoms  the  medical  attendant  concludes  that 
his  patient  has  "  ovaritis,"  "  salpingitis,"  or  "  pyosalpinx," 
and  if  upon  a  superficial  examination  of  the  lower  abdomen 
the  patient  complains  of  the  slightest  pressure  in  the  ovarian 
region,  and  a  digital  examination  discloses  marked  tenderness 
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in  the  vaginal  vault,  sometimes  amounting  to  "excruciating 
pain,"  he  considers  the  diagnosis  well  established. 

The  irresistible  impression  made  by  such  a  complex  of 
symptoms  as  these — constant  or  frequently  recurring  pain  in 
the  lower  abdomen,  extreme  tenderness,  cachexia,  and  loss  of 
health — is  that  a  serious  pelvic  inflammatory  affection  is 
present. 

Upon  these  grounds,  therefore,  the  diagnosis  of  "  inflam- 
mation involving  the  tube  and  ovary,"  and  often  "pyosal- 
pinx,"  is  erroneously  made.  The  correct  method  of  making 
a  diagnosis  of  pelvic  inflammatory  disease  is  the  following : 

True  Pelveo-peritonitis. 

All  the  symptoms  just  detailed  must  be  considered  subsid- 
iary, as  even  in  the  most  aggravated  cases  in  which  there  is  a 
large  accumulation  of  pus,  dysmenorrhoea  may  not  be  present, 
and  the  patient  may  be  free  from  pain  for  long  intervals. 

Fever  is  a  sign  of  value,  but  it  is  more  frequently  absent 
than  present,  only  being  observed  when  there  is  absorption 
from  the  diseased  area.  A  collection  of  pus  well  encapsulated, 
as  a  rule,  gives  rise  to  no  fever  whatever.  Although  in  these 
pus  cases  emaciation  and  cachexia  are  sometimes  extreme,  it  is 
possible,  on  the  other  hand,  for  a  patient  to  have  a  pelvic 
abscess  and  yet  remain  in  blooming  health. 

Even  when  the  patient  gives  a  history  of  a  free  discharge 
of  "pus"  from  the  vagina,  this  is  not  significant  unless  it  is 
inspected  by  the  physician,  as  patients  ofteu  confuse  a  muco- 
purulent leucorrhoeal  discharge  with  the  discharge  from  an 
abscess. 

The  essential  points  in  the  diagnosis  of  pelvic  inflammatory 
disease  are  discovered  by  a  direct  examination  of  the  diseased 
organs  by  rectum,  vagina,  and  lower  abdomen. 

In  every  case  the  lower  bowel  must  be  freely  evacuated  be- 
fore the  examination.  In  this  investigation  the  examiner  must 
demonstrate  evidences  of  alterations  in  the  size,  consistency,  or 
mobility  of  ovary  and  tube.     If  the  cervix  uteri  cannot  be 
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easily  displaced  upward,  but  is  more  or  less  immobile,  and 
hard,  resisting  surfaces  are  felt  lateral  to  the  uterus,  the  diag- 
nosis of  pelvic  inflammatory  disease  may  be  made. 

Marked  pain  or  wincing  under  the  examination,  and  an  ill- 
defined  sense  of  resistance,  do  not  justify  a  diagnosis  of  any 
kind.  The  superior  and  posterior  surfaces  of  resisting  masses 
detected  through  the  vagina  can  be  most  distinctly  felt  by  the 
rectum,  filling  out  an  area  corresponding  to  the  base  of  one  or 
both  broad  ligaments. 

A  peculiar  roofed-in,  board-like  hardness  on  one  or  both 
sides  of  the  vaginal  vaults  often  characterizes  pyosalpinx  and 
ovarian  abscess.  Where  the  evidences  of  disease  are  not  so 
distinct  as  in  the  cases  just  detailed,  and  by  digital  examina- 
tion through  the  vagina  one  is  not  able  to  detect  more  than  a 
small  mass  of  doubtful  identity  lateral  to  the  uterus,  a  biman- 
ual examination  through  the  rectum  and  abdomen  will  often 
demonstrate  this  to  be  an  inflamed  adherent  mass  attached  to 
the  broad  ligament. 

In  making  examinations  by  the  rectum  it  is  necessary,  in 
order  to  palpate  the  pelvic  structures  clearly,  to  introduce  the 
finger  up  beyond  the  ampulla  or  rectal  pouch,  through  the 
utero-sacral  ligaments  behind  the  uterus. 

Still  more  exact  than  the  method  just  described  is  the 
bimanual  examination  under  anaesthesia. 

Several  hundred  of  cases  are  anaesthetized  in  my  clinic  at 
the  Johns  Hopkins  Hospital  yearly  for  the  sole  purpose  of 
making  an  exact  diagnosis,  and  I  cannot  sufficiently  commend 
this  method  for  the  increased  facilities  of  investigation  which 
it  affords. 

The  Trimanual  Examination. 

"Where  the  ovary  or  the  ovary  and  the  tube  are  bound 
down  by  velamentous  or  delicate  bands  of  adhesions,  there  are 
often  no  alterations  in  size,  and  the  amount  of  mobility  still 
retained  may  be  so  great  as  to  prove  deceptive  to  an  ordinary 
vaginal  or  rectal  examination. 

Under  these   circumstances  the   most    perfect   method   of- 
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examining  the  pelvic  structures  at  our  disposal  must  be  em- 
ployed to  establish  the  diagnosis,  and  we  have  recourse  to  the 
trimanual  examination  conducted  at  the  same  time  by  the  vagina, 
rectum,  and,  abdomen,  under  anaesthesia.  To  avoid  giving 
anaesthesia  twice,  not  infrequently  in  the  hospital  the  minute 
examination  is  made  immediately  before  the  operation.  Sev- 
eral times  I  have  returned  patients  from  the  operating- table 
to  the  ward  with  the  note,  "  Structures  sound  ;  operation  not 
called  for." 

The  efficiency  of  the  trimanual  examination  depends  upon 
the  fact  that  the  normal  uterus  can  be  displaced  down  to  the 
vaginal  outlet  ivithout  harm,  and  that  the  tubes  and  ovaries  also 
become  displaced  in  proportion  to  the  displacement  of  the  uterus, 
and  are  thus  brought  within  easy  touch. 

To  dispense  with  an  assistant  I  have  devised  a  flat  tenacu- 
lum, corrugated  on  one  side  to  prevent  its  slipping  in  the 
hand.  The  tenaculum  is  introduced  into  the  vagina  and  caught 
in  the  anterior  lip  of  the  cervix,  which  is  drawn  gently  down 
through  the  vagina  to  the  outlet. 

If  resistance  is  felt  at  any  point  the  traction  must  not  be 
carried  further  until  its  cause  is  ascertained.  The  corrugated 
tenaculum-handle  is  now  grasped  between  the  ball  of  the 
thumb  and  the  last  phalanges  of  the  third  and  fourth  fingers, 
and  the  uterus  is  thus  detained  in  its  artificial  descensus,  while 
the  index  finger  of  the  same  hand  is  inserted  into  the  rectum 
and  easily  carried  up  to  the  top  of  the  uterus,  and  laterally 
to  the  ovaries  and  tubes.  The  ovaries  are  found  in  doubtful 
cases  by  means  of  the  utero-ovarian  ligaments,  which  are 
always  recognizable  as  sharp  cords  in  the  broad  ligament 
immediately  below  the  cornua  uteri. 

Upon  running  the  finger  out  one  of  these  cords  1.5  to  2.5 
cm.  (J  to  1  in.)  it  comes  iu  contact  with  an  abrupt  enlarge- 
ment, which  is  always  the  ovary.  If  this  is  large,  ill-defined 
in  outline,  and  more  or  less  fixed,  the  diagnosis  of  inflamma- 
tory disease  may  be  made  at  once.  In  order  to  exclude  the 
inflammation  the  finger  must  be  passed  around  the  ovary, 
outlining  its  borders  clearly  as  it  is  lifted  up  on   the   pal- 
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pating  finger.     In  this  way  the  most  delicate  adhesions  will 
be  detected. 

In  conclusion  let  me  briefly  recapitulate  : 

1.  The  history  of  the  patient,  associated  with  pain  in  the 
ovarian  regions  produced  by  deep  abdominal  or  vaginal  pal- 
pation, cannot  per  se  establish  a  diagnosis  of  pelvic  inflamma- 
tory disease. 

2.  Au  attempt  to  make  a  diagnosis  without  directly  pal- 
pating the  pelvic  organs  is  at  best  but  more  or  less  clever 
guesswork. 

3.  The  diagnosis  can  be  made  with  certainty  when  resisting 
masses  are  felt  choking  the  posterior  half  of  the  pelvis  at  the 
sides  and  behind  the  uterus. 

4.  It  is  possible  in  this  way  to  mistake  a  retroflexed  fundus, 
an  extra-uterine  pregnancy,  or  a  myoma  for  inflammatory 
disease.  This  error  on  the  part  of  the  general  practitioner, 
however,  is  in  the  right  direction,  calling  for  a  more  exact 
investigation  or  consultation  with  a  specialist,  and  is  therefore 
not  detrimental  to  the  patient. 

5.  For  a  more  delicate  appreciation  of  the  exact  condition 
of  the  pelvic  organs,  and,  in  many  cases  in  order  to  make  the 
diagnosis  possible,  a  bimanual  examination  by  rectum  and 
abdomen  under  anaesthesia  is  necessary. 

6.  The  trimanual  method  of  examination  by  rectum,  vagina, 
and  abdomen  is  the  most  accurate  of  all,  serving  in  detecting 
the  slightest  irregularities  of  the  uterus  and  ovaries,  as  well  as 
the  most  delicate  adhesions. 

7.  Finally,  constant  practice  in  making  these  examinations, 
gained  by  utilizing  every  available  opportunity,  will  alone 
enable  the  general  practitioner  to  detect  these  points,  so 
readily  appreciated  by  a  trained  touch. 


CONSERVATIVE  TREATMENT  OF  PYOSALPINX. 

By  Cornelius  Kollock,  M.D., 
Cheraw,  S.  C. 


In  cases  of  pyosalpinx,  much  caution  aud  a  careful  and 
rigid  examination  are  called  for  to  determine  the  cause  of  the 
presence  of  pus,  the  length  of  time  it  has  been  there,  and  the 
condition  of  the  walls  of  the  tube  in  which  it  is  fouud.  At- 
tention should  also  be  giveu  to  the  peritoneum  and  ovaries, 
but,  above  all,  there  should  be  the  strictest  inspection  of  the 
endometrium,  a  disordered  condition  of  which  contributes 
much  to  the  production  aud  continuance  of  pus  in  the  tubes. 

It  is  often  with  much  difficulty  that  we  separate  genuine 
cases  of  pyosalpinx  from  the  heterogeneous  statistics  of 
writers  who  have  resorted  to  coeliotomy  and  castration  for 
many  of  the  simpler  forms  of  inflammatory  trouble  of  the 
uterus  and  its  appendages. 

Now  that  gynecology  and  abdominal  surgery  have  made 
such  advances,  we  are  able  to  diagnosticate  pelvic  troubles 
more  accurately,  and  to  draw  lines  between  the  various  degrees 
of  inflammatory  action  of  the  tubes  and  ovaries.  Operations 
for  the  milder  forms  of  salpingitis  are  more  rare,  and  coelioto- 
mies  more  frequent. 

It  is  not  surprising  that  the  statistics  of  a  former  period, 
presenting  such  a  number  of  normal  ovariotomies,  should 
mislead  many — more  especially  those  inexperienced  in  pelvic 
surgery — and  cause  them  to  perform  operations  that  might 
be  dispensed  with.  The  firm  adhesions  we  may  have  to  con- 
tend with,  the  risk  of  lacerating  an  intestine  or  rupturing  a 
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pus  sac  into  the  cavity,  should  lead  us  to  think  very  seriously 
whether  an  operation  may,  or  may  not,  be  avoided. 

The  doctrine  was  held  and  promulgated,  not  more  than  three 
years  ago,  by  men  of  distinction  and  skill,  that  a  tube  con- 
taining pus  should  always  be  removed,  with  its  accompanying 
ovary.  Some  writers  have  gone  even  furthur,  by  insisting  on 
the  removal  of  the  tubes  and  ovaries  on  both  sides,  when 
those  on  one  side  only  are  affected,  in  order  to  prevent  a  pro- 
pagation of  the  disease.  Lawson  Tait  and  Battey  have  held 
this  opinion.  Dr.  Battey's  published  report  of  "  Antisepsis 
in  Ovariotomy  and  Battey's  Operations  "  gives  three  hundred 
cases,  two  hundred  and  fifteen  of  which  were  cases  of  Battey's 
operation.  The  ratio  in  the  cases  of  Lawson  Tait  would 
probably  be  about  the  same,  perhaps  higher. 

Within  a  year  or  two,  changes  have  been  made  in  the 
treatment  of  pyosalpinx,  and  conservatism  now  enters  largely 
into  its  management.  Men  of  high  position  in  the  profession, 
are  more  decidedly  agreed  that  a  moral  obligation  rests  upon 
us  to  relieve  our  patients  without  the  sacrifice  of  any  organ, 
or  part  of  one,  when  this  is  compatible  with  safety.  Recently, 
Polk,  Pryor,  Krug,  Boldt,  and  Dudley  have  reported  to  the 
New  York  Obstetric  Society  a  number  of  cases  of  pyosalpinx 
treated  by  the  conservative  method  now  in  vogue.  This 
treatment,  when  faithfully  carried  out  by  curettage  and  aseptic 
divulsion,  has  not  only  been  successful  in  saving  the  tube  and 
ovary  on  the  non-affected  side,  but,  in  several  instances,  the 
diseased  tube  was  entireiy  relieved  of  the  presense  of  pus. 
In  some  cases,  Dr.  Polk  found  the  tube  so  affected  as  to  make 
its  removal  necessary,  but  he  left  the  ovary,  that  being  in  a 
healthy  condition.  There  can  be  no  objection  to  this,  for 
though  an  ovary  thus  isolated  can  be  of  no  practical  value,  it 
is  well  that  it  should  remain  and  exercise  its  wonted  influence 
on  the  woman's  life. 

Bland  Sutton  contends  that  there  is  no  reliable  evidence 
that  the  cystic  tube  ever  discharges  through  the  uterus.  He 
is  good  authority  on  all  matters  pertaining  to  gynecology,  and 
we  must  pause  and  reflect  before  we  gainsay  his  assertions ; 
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but  facts  are  presented  by  men  of  experience  and  observation 
— men  whose  integrity  and  competence  cannot  be  questioned. 
What  then  ?  Must  we  still  hold  to  old  theories  because  they 
are  taught  by  men  of  high  repute,  when  facts  are  laid  before 
us  that  cannot  be  set  aside  ? 

That  many  cases  of  pyosalpiux  have  been  accurately 
diagnosticated  and  radically  cured  without  the  mutilation  of 
any  part  of  the  sexual  organs,  is  well  authenticated.  In 
addition  to  writers  mentioned  above,  Dr.  Ii.  A.  Murray  has 
had  wonderful  success  in  the  treatment  of  this  painful  disease. 

My  experience,  while  limited  compared  to  that  of  others 
mentioned,  has  been  sufficient  to  convince  me  that  the  con- 
servative system  of  practice  is  bringing  us  to  that  period 
when  the  mutilations  of  women,  once  supposed  to.be  necessary, 
should  cease.  This  we  think  will  be  accomplished,  as  we 
also  believe  that  abdominal  surgery  in  the  hands  of  such  men 
as  Sanger,  Porro,  Kelly,  Price,  and  others  will  put  an  end  to 
the  barbarous  aud  murderous  practice  of  resorting  to  crani- 
otomy and  embryotomy  on  the  living  foetus. 

If  the  Association  will  bear  with  me  a  short  time,  I  will 
present  a  few  cases  of  pyosalpinx  which  have  fallen  into  my 
hands  recently,  the  happy  termination  of  which  has  placed 
me  under  obligations  to  the  pioneers  in  the  conservative 
treatment.  All  but  one  of  the  four  cases  now  reported  were 
relieved  entirely  without  resorting  to  cceliotomy. 

Case  I. — Mrs.  R.  L.  B.,  aged  twenty-four  years ;  married  six 
months;  menstruation  normal;  had  enjoyed  excellent  health 
until  three  months  after  marriage,  when  menstruation  became 
very  painful — hot,  burning  sensation  in  vagina  and  vulva  ;  uterus 
enlarged,  but  not  displaced ;  hard  exudations  on  the  broad 
ligament,  and  profuse  leucorrhoeal  discharge.  There  was  too 
much  tenderness  of  the  abdomen  to  allow  a  bimanual  examina- 
tion. The  vagina  was  thoroughly  douched  with  hot  carbolized 
water  for  several  days,  and  a  counter-irritation  of  the  lower 
abdominal  wall  by  blisters  soon  lowered  the  temperature  from 
103°  to  100°.  A  thorough  bimanual  examination  was  then  made, 
and  a  collection  of  pus  was  found  in  each  tube — one  high  up, 
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near  the  point  of  entrance  into  the  uterine  cavity,  the  other  lower 
down,  toward  Douglas'  pouch.  It  being  found  impossible  to 
manage  these  collections  and  to  lessen  the  hard  exudate,  an 
exploratory  incision  was  made.  The  pus  sac  on  the  left  side  was 
easily  relieved  by  a  gentle  pressure  upward,  which  caused  the 
pus  to  discharge  into  the  cavity  and  out  through  the  vagina. 
The  pus  on  the  right  side  I  could  not  remove,  as  the  lumen  was 
closed,  and  the  walls  of  the  tube,  through  its  whole  length 
seemed  to  be  in  a  morbid  state — almost  macerated.  The  tube 
was,  therefore,  taken  out ;  but,  to  my  amazement,  I  found  the 
ovary  in  a  perfectly  healthy  condition.  I  followed  Dr.  Polk's 
example  and  left  it  untouched.  After  the  cervical  canal  had 
been  thoroughly  dilated,  the  uterine  cavity  was  curetted  and 
thoroughly  cleansed  twice  a  day,  for  several  days,  with  hot  car- 
bolized  water  and  a  solution  of  bichloride  of  mercury,  1 :  1000. 
The  hard  exudates  were  gently  massaged  toward  the  uterus,  and 
they  finally  disappeared.  The  uterus  was  also  greatly  reduced 
in  size.  The  patient  made  a  complete  recovery,  and  when  I  last 
heard  from  her  had  passed  the  seventh  month  of  gestation.  I 
am  entirely  satisfied  that  the  profuse  leucorrhoeal  discharge  with 
which  this  woman  was  troubled  when  I  first  saw  her  was  pus 
that  was  emptied  from  the  Fallopian  tube  into  the  uterine  cavity 
and  discharged  through  the  vagina. 

Case  II. — A  mulatto,  aged  twenty  years;  had  been  married 
eight  months ;  miscarried  six  months  after  marriage,  at  about 
the  fourth  month  of  gestation.  She  had  a  profuse,  purulent 
leucorrhoeal  discharge ;  uterus  was  enlarged,  very  tender  to  the 
touch  ;  there  was  a  hard  exudate  on  each  side  and  a  well-formed 
pus  sac  in  one  tube,  about  half-way  between  the  entrance  of  the 
tube  into  the  uterus  and  the  fimbriated  extremity.  Patient  was 
placed  under  chloroform,  a  bimanual  examination  was  made,  and 
the  cervical  canal  thoroughly  dilated.  The  cavity  was  cleansed 
twice  a  day — first  with  hot  carbolized  water,  then  with  a  hot 
solution  of  corrosive  sublimate,  1 :  2000,  and  tampons  soaked  in 
boric  acid  were  applied.  This  treatment  was  kept  up  for  a 
couple  of  weeks ;  a  gentle  pressure  was  made  every  day  upon 
the  exudate,  and  there  was  a  flow  of  pus  every  day  from  the 
cervical  canal  which,  I  was  compelled  to  believe,  was  emptied 
into  the  uterine  cavity.  The  tumor  in  the  tube  grew  smaller, 
the  exudate  softer,  and  the  temperature  was  reduced  from  103° 
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to  a  normal  point.     This  woman  made  a  complete  recovery  ;  she 
menstruated  regularly  and  painlessly. 

Case  III. — Mrs.  L.  C.  F.,  aged  twenty-five  years;  married 
seven  months.  Menstruation  was  always  painful,  and  she  had 
an  abortion  about  three  and  a  half  months  after  marriage,  re- 
sulting in  puerperal  peritonitis.  I  saw  this  case  in  consultation, 
in  February,  1891.  A  bimanual  examination  revealed  a  largely 
subinvoluted  uterus,  very  tender  to  the  touch,  with  exudates  on 
each  side  of  it.  There  was  a  very  profuse  leucorrhoeal  discharge. 
I  dilated  the  cervix  thoroughly  and  curretted  the  uterus  under 
complete  antisepsis.  This  was  followed  by  hot  carbolized  douches 
and  vaginal  tampons  soaked  in  boric  acid  and  glycerine.  The 
tubes  emptied  themselves  into  the  uterus  and  through  the  cer- 
vical canal.  Her  physician  informed  me,  a  short  time  after  the 
consultation,  that  there  was  nothing  for  him  to  do  but  to  keep 
the  womb  open  and  allow  the  tubes  to  drain  themselves.  This 
woman  almost  recovered  completely,  and  was  delivered  of  a  fine 
healthy  child  in  December,  1892.  She  has,  since  the  attack  of 
pyosalpinx,  had  no  trouble  in  menstruation,  nor  in  the  discharge 
of  any  sexual  function. 

Case  IV.  Pyosalpinx,  endometritis,  and  puerperal  peritonitis. 
— Mrs.  L.  C.  J.,  aged  twenty-nine  years ;  mother  of  four  chil- 
dren ;  very  slender,  delicate-looking,  and  by  no  means  robust. 
I  saw  her,  in  consultation,  six  weeks  after  her  last  labor.  She 
had  an  attack  of  puerperal  peritonitis;  temperature,  103f° 
pulse,  129 ;  respiration,  30.  Abdomen  was  much  distended 
pulse  feeble  and  irregular;  fetid  discharge  from  the  vagina 
uterus  large  and  patulous  ;  hard  exudates  on  both  sides  of  pel- 
vis, fixing  uterus.  An  antiseptic  douche — solution  of  bichloride 
of  mercury,  1  :  1000 — was  applied ;  my  finger  was  introduced 
into  the  uterus,  and  placental  debris — almost  gangrenous — were 
removed.  The  patient  was  much  exhausted,  and  it  was  neces- 
sary to  administer,  by  enema,  small  quantities  of  brandy  and 
beef  extract  every  three  hours.  Digitalis  and  strychnine  were 
also  given  hypodermatically.  Much  to  my  surprise,  she  began 
to  improve.  The  fever  passed  off ;  the  uterus  became  less  tender 
and  greatly  reduced  in  size.  There  was  some  discharge,  and,  as 
the  uterus  was  thoroughly  cleansed,  I  was  sure  it  must  come 
from  a  tube.  A  hot  vaginal  douche  was  always  followed  by  a 
great  diminution  of  tenderness.     As  the  fetid  odor  had  disap- 
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peared  from  the  discharge,  and  the  tenderness  was  much  relieved, 
the  vaginal  douches  were  kept  up  and  the  exudates  gently  mas- 
saged toward  the  uterus  twice  daily  until  the  discharge  entirely 
ceased. 

These  cases,  together  with  others  reported,  prove  to  my 
satisfaction  that  pyosalpinx  may  be  cured  without  removing 
the  tubes  and  ovaries. 


DISCUSSION  ON  THE  PAPERS  OF  DRS.  KELLY 
AND  KOLLOCK. 

Dr.  George  J.  Engelmann,  of  St.  Louis,  Mo. — Mr.  Presi- 
dent: It  seems  eminently  fitting,  indeed,  that  these  two  papers 
should  be  discussed  together,  and  above  all,  in  this  era  of  bril- 
liant, successful,  and  often  hasty  surgery,  they  demand  consider- 
ation. I  have  little  to  say  in  reference  to  the  paper  of  Dr. 
Kollock,  which  I  deem  a  very  important  one,  as  I  have  myself 
not  tested  the  method  yet ;  permit  me  to  say  that  the  good 
results  achieved,  and  the  resort  to  this  method  by  a  successful 
surgeon,  one  skilled  in  the  use  of  the  knife,  are  strong  arguments 
in  favor  of  this  treatment  of  pus  tubes,  which  is  not  yet  properly 
appreciated.  The  discussion  of  both  papers  would  cover  too 
broad  a  field,  and  I  will  merely  emphasize  some  of  the  statements 
made  in  Dr.  Kelly's  paper.  I  was  delighted  to  hear  such 
opinions  expressed,  and  above  all,  from  a  most  able  surgeon.  It 
is  a  subject  which  has  been  always  before  me  since  an  experience 
in  early  years.  Some  twenty  years  ago  I  published  a  short  paper 
on  these  deceptive  conditions,  induced  by  a  case  in  which  pelvic 
disease  (what  we  then  called  cellulitis)  was  simulated  so  forcibly 
and  strikingly  in  an  hysterical  woman  that  I  was  led  to  call  it 
to  the  attention  of  the  profession. 

Examination  under  anaesthesia  I  deem  a  necessity  in  many 
cases,  as  it  is  too  often  the  case  that  a  nervous,  hysterical  patient 
shrinking  under  pressure  of  the  examining  hand,  contracting  the 
muscles  with  evidence  of  pain,  having  some  adhesions  and  an 
indistinct  induration  in  the  pelvis,  is  at  once  induced  to  submit. 

"What  I  wish  to  emphasize  is  the  importance  of  an  ansesthetic 
in  an  examination  which  is  to  determine  the  fate  of  the  patient. 
I  believe  that  the  more  perfect  knowledge  gained  would  facili- 
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tate  treatment  in  many  cases ;  but  it  should  certainly  be  resorted 
to  before  operative  interference,  which,  even  with  the  success  of 
the  present  day,  is  dangerous,  and  may  be  needless.  We  cannot 
deny  that  before  such  serious  operative  procedures  are  entered 
upon,  the  patient  should  be  examined  under  an  anaesthetic.  It 
is,  of  course,  not  alone  the  anaesthetic,  but  it  is  the  practised  touch 
which  reveals  the  true  condition  ;  yet  experience  and  skill  alone 
will  hardly  avail  without  the  use  of  the  anaesthetic.  I  am  sorry 
to  say  that  in  this  country  it  is  too  little  practised.  It  is  more 
especially  the  German  system,  and  I  believe  more  generally  re- 
sorted to  in  that  country  than  in  any  other,  and  a  practice  which 
operators  at  all  events  should  adhere  to.  Before  the  inaugura- 
tion of  treatment,  we  should  make  such  thorough  examination 
that  we  might  become  fully  cognizant  of  all  the  conditions  of  the 
case.  We  cannot  too  highly  appreciate  the  importance  of  anaes- 
thesia in  the  examination  of  doubtful  and  hysterical  cases,  as  Dr. 
Kelly  has  emphasized,  and  which  I  would  like  to  indorse.  It  is 
important  in  this  era,  when  operation  is  so  comparatively  easy, 
successful,  and  so  quickly  resorted  to,  and  always  more  satisfac- 
tory for  the  surgeon,  if  a  simple  treatment  is  pursued,  though  it 
yield  equally  good  and  even  better  results;  but  even  for  the 
conscientious  surgeon,  who  is  in  love  with  his  work,  it  would  be 
well  to  make  such  a  thorough  examination,  and  that,  too,  as 
Dr.  Kelly  has  suggested,  with  the  use  of  the  third  finger,  which 
is  facilitated  by  his  tenaculum — in  place  of  which  I  have  been 
in  the  habit  of  using  a  bullet  forceps,  believing  that  the  dull 
point  of  the  bullet  forceps  produces  less  laceration  and  bleeding 
than  a  sharp  tenaculum,  and  holds  the  parts  more  satisfactorily. 
It  is  a  question  of  skill.  The  bullet  forceps  requires  an  assistant, 
and  someone  is  generally  at  hand  to  whom  the  instrument  is 
handed  after  traction  is  made. 

Dr.  Joseph  Price,  of  Philadelphia. — You  have  all  read 
extensively  of  pelvic  inflammatory  troubles,  and  it  has  cost  you 
a  good  deal  to  unlearn  what  you  were  taught  and  studied  from 
books.  I  will  refer  very  briefly  to  the  history  of  some  of  these 
troubles,  particularly  the  recurrent  cases,  which  are  considered 
rather  mild  in  nature,  and  I  shall  simply  allude  to  them  as 
"dropsical  tubes,"  as  being  a  common  group  of  cases  which 
puzzle  us  most  from  a  diagnostic  point  of  view  and  later  in  sur- 
gery.    Simple  pus  cases,  or  angry  pus  cases,  while  acute  early 
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in  their  history,  are  simple  cases  in  surgery,  are  easy  to  recog- 
nize and  are  easy  to  deal  with,  and  most  of  them  do  well ;  but 
the  old  neglected  cases  following  an  abortion  or  post-puerperal 
trouble  or  tinkering,  lingering  for  eight  or  ten  years  with  recur- 
rent attacks  of  pelvic  inflammatory  trouble,  are  more  difficult  to 
deal  with.  Dropsical  tubes  are  difficult  from  a  diagnostic  as 
well  as  from  a  surgical  point  of  view.  The  attacks  are  numer- 
ous, and  the  fixation  is  usually  posterior  and  is  very  great. 
Just  here  I  might  say,  that  in  such  a  group  of  cases  it  is  not  so 
easy  to  make  an  accurate  diagnosis,  for  in  many  cases  you  find 
everything  in  the  pelvis  firmly  adherent.  When  you  get  into 
the  abdomen  from  above  it  is  difficult  to  distinguish  the  uterus 
from  the  appendages  or  the  appendages  from  the  uterus.  These 
are  the  most  trying  cases  to  deal  with.  I  remember  quite  well 
seeing  such  a  case  in  the  practice  of  a  prominent  operator, 
who  entered  the  abdomen,  and  said  there  was  congenital  defi- 
ciency or  congenital  malformation,  and  removed  nothing;  it 
occurred  to  me  at  the  time  that  it  was  one  of  these  cases,  and 
the  tubes,  ovaries,  and  uterus  were  there.  I  have  found  large 
numbers  of  such  cases,  finding  everything  in  the  pelvis  adherent. 
Perforation  of  the  broad  ligament  or  uterus  is  quite  as  easy  as 
enucleation  of  such  adherent  tubes  and  ovaries.  Several  times 
in  the  enucleation  of  these  cases  the  operator  has  found  him- 
self finishing  an  operation  with  the  uterus  in  his  hand.  Two 
prominent  operators  in  this  country  have  detailed  cases  of  that 
character  to  me.  Fixation  and  tenderness  are  characteristic 
symptoms ;  more  prominence  should  be  placed  upon  fixation  than 
upon  tenderness.  The  classification  of  cases  is  also  of  impor- 
tance. 

I  must  differ  with  the  authors  of  the  papers  on  some  points, 
and  more  particularly  with  Dr.  Kelly  in  regard  to  the  ability 
of  the  country  practitioner  or  the  general  practitioner,  the  man 
who  has  always  had  to  rely  upon  his  own  knowledge  and  re- 
sources. It  has  been  the  whole  history  of  medicine  that  this 
particular  man  has  possibly  the  most  accurate  knowledge  of 
medicine  and  of  diagnosis.  I  can  easily  prove  by  my  corre- 
spondence this  assertion,  and  general  practitioners  write  me  to 
this  effect :  "  Dear  Doctor :  I  have  a  patient,  married  seven 
years,  one  miscarriage  six  years  ago,  or  she  has  never  conceived. 
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She  has  also  recurrent  attacks  of  inflammatory  trouble,  and  I 
find  on  the  right  or  left  side,  or  both,  fixation,  disease  of  the 
ovary  and  tube."  It  is  exceptional  to  find  the  general  practi- 
tioner in  error.  I  have  alluded  to  this  fact,  I  presume,  hun- 
dreds of  times  in  the  discussion  of  this  and  other  subjects.  We 
have  in  Philadelphia  and  about  it  a  large  number  of  intelligent 
practitioners  who  make  accurate  diagnoses,  and  I  would  be 
willing  to  operate  without  repeating  the  examination  but  for 
the  vicious  criticisms  that  might  be  made.  I  do  not  care  much 
about  criticism.  Displacements,  with  or  without  fixation,  are 
very  common,  and  we  find  them  complicating  chronic  tubal 
and  ovarian  disease  with  adhesions.  I  shall  allude  to  these 
again.  The  post-puerperal  cases  are  quite  common;  the  chronic 
ones  are  difficult,  while  the  recent  ones  are  easy  ones  in  surgery 
and  also  in  diagnosis. 

Just  a  few  points  in  regard  to  the  recognition  of  these  masses, 
"  very  commonly  drained  through  the  uterus  itself."  Just  here 
I  might  say  that  the  uterus  has  very  little  to  do  with  the  trouble. 
I  shall  allude  to  that  again  in  connection  with  the  now  fashion- 
able craze  of  removing  the  uterus,  and  I  might  say  that  it  would 
seem  just  about  as  important  to  remove  a  clap-stricken  penis  for 
stricture  as  to  remove  this  organ  for  pus  tubes.  As  the  sequel 
of  abortion  these  troubles  are  common,  and  while  discussing  the 
two  papers  it  is  apropos  to  refer  to  it,  and  also  as  a  sequel  of 
"  tinkering."  I  wish  it  to  be  distinctly  understood  that  there  is 
nothing  whatever  personal  in  my  remarks.  I  very  recently  ex- 
amined a  few  patients.  One  was  a  single  young  lady  who  only 
a  short  time  ago  had  very  decided  tubal  and  ovarian  disease, 
and  it  was  an  easy  matter  for  her  physician  to  map  out  the  fixed 
ovary.  It  was  anchored  for  all  the  world  like  a  barnacle  on  the 
hull  of  a  vessel  on  both  sides;  but  the  intelligent  physician  knew 
better  than  to  make  the  error  that  he  did.  He  dilated  the  uterus 
for  dysmenorrhcea,  and  later  he  had  the  diagnostic  tact  and  skill 
and  judgment  to  recognize  the  fixed  ovaries,  and  I  told  him  so 
before  I  examined  his  patient.  Such  cases  must  be  dealt  with 
surgically,  as  we  cannot  drain  a  pus  tube  through  the  uterus. 
Here  I  must  differ  with  my  distinguished  friend  Dr.  Kollock, 
and  I  make  the  criticism  as  charitable  as  possible,  because  I 
know  Dr.  Kollock  has  done  the   best   abdominal   surgery  in 
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America.  But  few  of  us  have  had  a  series  of  fifty  sections  with 
two  deaths ;  Dr.  Kollock  has ;  and  I  only  regret  that  he  has  not 
turned  his  attention  and  refined  knowledge  of  surgery  largely  to 
the  removal  of  these  pus  tubes,  so  common  throughout  the  coun- 
try. I  know  very  well  the  results  over  the  country  would  be 
much  better  if  he  was  giving  such  sufferers  the  benefit  of  his 
surgical  skill.  Pus  tubes  are  very  common,  and  they  have  be- 
come more  so  of  late.  Every  railroad  brings  additional  cases 
into  the  towns.  Take  a  town  of  6000  inhabitants  without  a  rail- 
road and  there  are  few  cases  to  be  found — very  few — and  just  in 
proportion  to  the  number  of  railroads  you  have  a  gonorrhoea- 
stricken  town,  you  have  lots  of  pus  tubes. 

A  word  or  two  in  regard  to  the  differential  diagnosis.  We  can 
commonly  boil  the  trouble  down  to  one  of  two  things,  but  it  is 
difficult  in  a  great  number  of  cases  to  get  nearer  to  it.  Pus  cases 
are  simple.  When  you  come  to  a  suppurating  dermoid  of  this 
size  (illustrating),  you  almost  always  find  them  adherent,  and  it 
is  not  always  easy  to  see  the  irregular  outline.  They  are  firm, 
painful,  and  tender,  sometimes  tortuous  and  nearly  always  fixed. 
You  find  them  on  the  posterior  surface  of  the  broad  ligament  in 
the  left  or  right  lateral  peritoneal  pouch.  It  is  not  important 
that  you  should  enter  into  a  refined  diagnosis.  It  is  a  venomous 
body  that  should  be  removed  in  all  cases.  There  is  too  much 
said  about  the  diagnosis  of  broad  ligament  troubles,  and  there  is 
also  too  much  said  about  the  broad  ligament  in  our  surgery.  I 
have  read  with  interest  and  studied  with  care  reports  on  liga- 
mentary  troubles,  but  it  is  exceptional  indeed  that  I  find  them. 
A  few  months  ago  I  did  a  section  in  the  presence  of  three  dis- 
tinguished surgeons  now  sitting  in  my  presence,  and  I  felt  I  had 
an  intra-ligamentous  cyst,  but  in  a  few  moments  I  found  a  large 
dermoid  suppurating  beneath  the  cyst,  and  beneath  this  and 
below  the  dermoid  a  huge  pus  tube  as  large  as  a  banana  or  sweet 
potato.  It  was  an  ovarian  cyst,  but  the  universal  adhesions  in- 
fluenced me  to  believe  at  first  that  it  was  an  intra-ligamentous 
cyst  that  I  had  to  deal  with.  Here,  again,  it  would  have  been 
impossible  to  have  recognized  the  three  conditions  in  a  diagnosis. 
As  I  have  before  said,  I  know  but  little  about  these  broad  liga- 
ment cysts.  I  have  done,  as  you  all  know,  a  great  many  sec- 
tions, and  I  have  never  found  as  yet  a  pure  intra-ligamentous 
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cyst,  and  to  fortify  the  statement  I  must  allude  to  extra-uterine 
pregnancy.  In  eighty-eight  sections  I  have  not  found  a  clot  of 
blood  in  the  broad  ligament.  The  leaflets  of  peritoneum  form- 
ing the  ligament  are  thin.  I  have  as  yet  never  found  pus  in 
the  so-called  broad  ligament.  Mr.  Tait  and  others  may  find  it 
in  si  great  many  cases,  or  at  least  blood-clots.  He  talks  of  them 
freely,  and  the  patients  get  well  without  section.  But  the  same 
boggy  mass  he  finds  on  the  right  or  left,  I  remove. 

Only  a  few  days  ago  I  did  an  operation  for  extra-uterine 
pregnancy  and  I  found  a  boggy  mass  extending  well  down 
toward  the  anus ;  it  had  all  the  subjective  and  objective  signs  of 
the  books  of  pelvic  hematocele,  so  called,  and  I  said  to  two  in- 
telligent physicians:  "What  do  you  call  this?  You  have  been 
practising  medicine  a  long  time."  That  is  pelvic  hematocele. 
This  woman  has  missed  two  periods,  and  fell  in  the  yard  while 
hanging  clothes.  Her  physician  said  to  me  that  he  has  a  case  of 
extra-uterine  pregnancy  with  rupture,  and  wants  me  to  see  her 
at  once. 

Again,  let  me  emphasize  the  question  of  diagnosis  in  the  hands 
of  the  general  practitioner.  Large  numbers  of  them  through- 
out this  country  are  educated  in  the  matter  of  diagnosis,  and 
all  over  the  country  they  do  make  diagnoses,  and  accurate  ones. 
I  must  say  that  I  have  more  confidence  in  the  diagnostic 
ability  of  the  general  practitioner  than  I  have  in  the  gynecolo- 
gist.1 I  am  not  saying  this  to  pat  the  general  practitioner  on 
the  back. 

A  great  deal  has  been  said  about  the  short  finger:  it  does 
not  amount  to  anything  in  diagnosis.  A  short  finger  is  just  as 
good  as  a  long  one  for  this  purpose. 

I  must  differ  with  two  of  the  gentlemen  in  regard  to  the  use 
of  an  anaesthetic.  I  am  satisfied  that  it  is  misleading,  and  that 
only  harm  can  come  of  it.  Every  practitioner  should  educate 
himself  to  recognize  these  troubles,  the  symptoms  of  which  are 
so  characteristic  and  so  prominent,  and  familiarize  himself  with 
them.  He  should  make  a  diagnosis  without  an  anaesthetic  and 
with  the  co-operation  of  his  patient ;  he  should  possess  delicacy 
of  touch  and  not  torture  his  patient  by  puncturing  the  vaginal 

1  Dr.  Price,  in  correcting  his  remarks,  explains  that  he  only  referred  to  a 
certain  class  of  incompetent  gynecologists. 
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vault  with  his  finger,  and  it  can  be  made  easily  and  quickly.  If 
he  fails  the  first  time  let  him  purge  his  patient,  relieve  the  tender- 
ness, pain,  and  engorgement,  and  in  twenty-four  or  thirty-six  hours 
repeat  his  examination,  and  he  will  find  her  in  a  more  favorable 
position  for  his  diagnosis.  Do  not  examine  her  in  a  soft  bed, 
but  place  her  on  a  hard  table  in  a  room  or  on  the  hard  surface 
of  the  edge  of  the  bed,  and  the  closer  you  pull  her  to  you  the 
longer  your  finger  will  get.  Again,  hug  the  posterior  segment 
of  the  pelvis  and  make  an  examination  of  both  kidneys  and 
come  down  the  ureters — the  uterus  and  soft  parts  first.  Ascer- 
tain the  size  of  the  uterus,  its  outline,  position,  consistency,  and 
mobility ;  examine  the  ovaries  and  tubes,  search  for  tenderness, 
■pain,  fixation,  and  mobility,  and  the  relation  of  the  surrounding 
parts,  and  you  will  in  all  cases  make  a  diagnosis  without  an 
anaesthetic.  I  differ  with  some  of  my  colleagues  in  Philadelphia, 
and  I  make  this  statement  from  the  fact  that  a  number  of  them 
use  anaesthetics,  and  a  good  many  of  them  "slip  up"  in  the 
diagnosis  because  they  use  anaesthetics. 

A  word  about  endometritis.  I  am  going  to  criticise  some  of 
the  minor  points  in  connection  with  Dr.  Kollock's  paper.  I  do 
not  agree  with  him  in  regard  to  his  treatment  of  pyosalpinx,  and 
I  am  sorry  again  he  is  not  removing  pus  tubes.  He  is  too  good 
a  surgeon  not  to  be  removing  them.  He  can  do  Porro  and 
Caesarean  sections  and  hysterectomies  without  a  single  death, 
and  does  do  them,  and  surely  he  can  operate  on  pus  cases  with 
the  same  success ;  at  no  other  point  of  the  body  would  he  prac- 
tise such  methods  and  procrastinate ;  in  the  deep  fascia  of  the 
neck,  axilla,  in  the  popliteal  space  or  groin,  or  deep  fascia  of  the 
hand,  will  he  permit  a  puddle  of  pus  for  a  moment?  I  know 
very  little  about  endometritis,  although  a  great  deal  has  been 
said  about  it.  Years  ago  a  good  deal  was  said  about  cellulitis 
and  perimetritis,  but  now  they  are  not  spoken  of  so  frequently, 
except  as  a  myth.  Only  a  few  days  ago  a  patient  came  to  me, 
a  post-puerperal  case,  eight  weeks  in  bed,  who  was  said  to  have 
so-called  cellulitis.  In  her  case  I  found  big  tortuous  tubes. 
The  patient  was  treated  for  quite  a  while  until  I  took  hold  of 
her.  She  was  a  vigorous,  healthy  young  woman,  and  delivered 
at  term.  Puerperal  fever  followed,  and  she  was  treated  for  it 
locally  and  generally,  and  made  a  narrow  escape.    She  remained 
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in  bed  eight  weeks,  and  finally  I  was  sent  for.  I  found  a  fluctu- 
ating point  in  the  femoral  space,  and  lanced  it.  It  was  not  an 
abdominal  section  ;  I  simply  lanced  it  just  as  you  would  lance  a 
boil.  In  making  a  further  examination,  on  pressure  I  found 
that  she  had  two  or  three  gallons  of  pus  in  her  abdomen,  and  it 
was  difficult  to  tell  how  much  mischief  it  had  done.  She  has 
done  remarkably  well  since,  but  there  remain  in  her  pelvis  these 
big  tortuous  tubes  that  I  have  yet  to  remove.  In  this  connec- 
tion I  want  to  refer  to  a  valuable  article  written  by  Dr.  Engel- 
mann,  who  has  served  this  cause  righteously  in  studying  and 
writing  up  renal  troubles  due  to  chronic  pelvic  inflammatory 
disease,  or  the  causal  relation  pelvic  disease  bears  to  renal  trouble ; 
you  should  all  read  his  paper.  I  do  not  remember  the  title  of 
his  paper  at  this  time,  but  I  allude  to  it  to  fortify  my  criticism 
of  Dr.  Kollock.  There  are  numbers  of  men  who  would  sooner 
cut  off  their  right  hand  than  remove  a  healthy  ovary  or  tube  for 
fancied  trouble,  and  it  is  our  duty  to  stamp  out  men  who  will 
operate  for  anything  other  than  demonstrable  disease.  They 
have  no  business  in  a  scientific  community,  and  we  ought  not  to 
recognize  them  as  surgeons  or  as  clinicians,  or  tolerate  them  at 
all.  We  are  talking  now  about  actual,  demonstrable  disease  that 
is  killing  women  in  large  numbers  throughout  the  country ;  travel 
where  we  may  we  find  them  ill  and  dying. 

Dr.  Kelley  has  alluded  to  the  opium  habit  associated  with  these 
troubles.  It  is  one  of  the  most  serious  complications  the  surgeon 
has  to  deal  with.  We  have  now  dying  in  America,  from  the 
opium  habit,  an  army  of  women  very  much  larger  than  our 
standing  army.  I  can  prove  it  in  my  own  work.  I  have  re- 
moved the  uterus,  and  I  simply  allude  to  its  removal  for  fibroid 
disease  and  for  malignant  disease  of  the  cervix.  In  over  two 
hundred  cases  I  split  the  uterus  immediately  after  the  operation 
to  demonstrate  the  absence  of  that  terribly  common  disease,  par- 
ticularly in  New  York — endometritis.  I  find  in  about  every 
case,  that  I  can  simply  use,  before  the  spectators,  a  little  piece  of 
gauze,  wipe  it  down  through  the  cavity,  and  the  so-called  endo- 
metritis disappears.  I  agree  with  Emmet  that  it  is  altogether 
an  exceptional  disease,  and  that  in  the  hands  of  large  numbers 
of  men  finding  it  so,  it  is  a  fancied  disease  and  not  a  real  one.  I 
turn  my  attention  to  New  York  because  members  of  the  pro- 
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fession  in  that  city  have  not  been  so  charitable  with  me,  and  I 
have  a  right  to  express  myself  plainly  in  regard  to  the  treatment 
of  endometritis.  The  practice  there  is  in  the  new  school.  In 
the  first  place  the  woman  is  placed  on  her  back,  and  the  cervix 
dilated  sufficiently,  Gross  says, "  to  drive  in  a  pair  of  horses  with 
a  load  of  hay  and  turn  around."  The  uterus  is  then  curetted 
and  a  gauze  rope  placed  in  it,  the  cervix  split  and  closed  up;  an 
operation  is  done  on  the  anterior  vaginal  wall  and  one  on  the 
posterior.  The  patient  is  turned  over,  her  hips  elevated,  and  the 
appendages  are  removed ;  later  they  take  out  the  uterus — the  new 
and  latest  fad.  The  operator  then  turns  to  the  spectators  and 
asks  if  there  is  another  operation  he  would  have  done.  This 
picture  is  not  overdrawn  ;  such  procedures  bear  the  title  of  mul- 
tiple operations,  and  the  time  is  usually  given  by  the  time- 
keeper. Eighteen  to  twenty  per  cent,  of  the  cases  of  actually 
diseased  tubes,  firmly  adherent  with  occlusion,  incised,  wiped, 
washed  and  stitched,  anchored  to  the  incision  and  drained  with 
gauze,  are  incomplete,  imperfect,  and  unjustifiable  procedures. 
All  such  operations  will  have  to  be  repeated  or  done  over  by 
someone.  That  is  not  surgery.  It  is  experimental  work,  but 
not  of  the  right  kind.  I  have  no  right  to  experiment  with  your 
sister  or  mother — no  right  to  operate  and  leave  disorganized  and 
worthless  organs  and  simply  tinker  with  women  dying  of  actual 
disease.  I  unhesitatingly  condemn  this  work ;  I  feel  it  is  not 
right.  It  is  my  duty  with  my  friends,  who  possess  sufficiently 
accurate  knowledge  of  this  subject,  to  tread  on  it.  I  will  admit 
the  possibility  of  cases  of  acute  pyosalpinx,  before  thickening 
and  hardening  have  taken  place,  being  occasionally  emptied 
through  the  uterus,  but  the  chronic  cases  never  do.  I  make  the 
statement  from  this  standpoint,  removing,  as  I  am,  pus  tubes 
all  the  while  in  large  numbers.  I  take  the  tubes  in  my  hands, 
squeeze  them,  incise  them,  and  demonstrate  the  sacculated  con- 
dition and  the  numerous  pus  pockets.  I  have  repeatedly  called 
the  attention  of  the  spectators  to  this  fact,  and  of  the  impossi- 
bility for  tubes  to  empty  their  contents  through  the  uterus.  The 
little  curetting  and  gauze  drain  empties  it  through  the  uterus,  it 
is  claimed.  It  never  does  it ;  again,  it  would  be  unsafe  for  such 
an  evacuation  through  a  wounded  uterus. 

Some  men  are  unwilling  to  accept  clinical  truths  and  facts ; 
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scientifically  and  humanely  it  is  our  duty  to  accept  truths  only. 
I  might  here  allude  to  Thomas  and  Munde's  latest  book,  in 
which  they  still  write  about  cellulitis.  They  give  beautiful  illus- 
trations, covering  a  number  of  pages,  of  the  tubal  and  ovarian 
diseases  we  know  very  considerable  about.  "We  must  admit  that 
cellulitis  can  occur  wherever  cellular  tissue  exists,  but  it  is  an 
exceedingly  rare  disease  in  the  pelvis,  and  about  always  due  to 
traumatism  or  to  extension  from  tubal  disease. 

Dr.  Maury,  through  his  researches,  has  contributed  some  valu- 
able papers  on  this  subject.  He  preached  and  practised  cellulitis 
for  a  while.  Now,  from  his  actual  clinical  experience,  he  knows 
nothing  about  it. 

Dr.  John  D.  S.  Davis,  of  Birmingham,  Ala. — I  am  in  favor 
of  evacuating  pus  wherever  it  is  found  in  the  body.  There  are  a 
few  cases,  however,  that  can  be  relieved  and  cured  in  which  pus 
is  present,  without  sacrificing  a  woman's  ovaries. 

As  to  the  use  of  an  ansesthetic  in  our  examinations,  I  think  it 
is  very  important  in  doubtful  cases.  There  are  some  cases  where 
the  diagnosis  is  so  plain  that  it  is  unnecessary.  Whenever  there 
is  doubt,  anaesthesia  should  be  appealed  to. 

In  the  heat  of  debate  we  often  make  assertions  that  we  ought 
not  to  make,  and  I  cannot  believe,  with  Dr.  Price,  the  general 
practitioner  in  this  country  or  anywhere  else  is  better  prepared 
to  make  a  diagnosis  in  pelvic  inflammatory  disease  than  the 
gynecologist.  I  highly  appreciate  the  work  and  earnestness  of 
Dr.  Price,  and  personally  I  love  him  as  much  as  anyone  in  this 
hall,  still  his  statement  in  regard  to  the  diagnostic  ability  of  the 
general  practitioner  would  have  been  better  unsaid. 

Dr.  R.  B.  Maury,  of  Memphis,  Tenn. — I  shall  detain  the 
Society  but  a  few  moments.  I  wish  merely  to  state  the  principles 
which  govern  me  in  the  treatment  of  the  class  of  cases  referred 
to  by  Dr.  Kollock  in  his  paper,  and  which  he  denominated  pyo- 
salpinx.  The  great  difficulty  in  that  class  of  cases  is  to  decide 
whether  there  is  really  a  pyosalpinx.  We  have  what  is  denom- 
inated endometritis,  swelling  of  the  endometrium,  associated  with 
abnormal  discharges,  and  we  have  exudation  in  the  pelvis.  I 
confess  that  I  am  very  often  at  a  loss,  with  the  most  careful  diag- 
nostic measures,  whether  under  ether  or  without  it,  to  form  in  my 
own  mind  an  accurate  picture  of  what  is  the  precise  state  of 
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things  in  the  pelvis.  The  rule  I  have  laid  down  for  myself  in 
the  treatment  of  this  class  of  cases  is,  that  if  they  are  acute,  non- 
puerperal or  puerperal,  that  the  woman  is  entitled  to  a  certain 
period  of  rest  and  other  measures  non-surgical,  before  we  decide 
upon  a  radical  operation.  I  invariably  make  it  a  rule  to  give 
these  patients  every  chance  of  relief  from  non-surgical  treatment. 
Now,  among  the  measures  I  have  made  use  of  to  avoid  surgical 
treatment  is  the  curette,  and  I  have  used  it  a  large  number  of 
times,  and  I  might  say  to-day  I  am  doubtful  as  to  the  precise 
value  of  that  measure  which  has  been  introduced  to  us  by  Dr. 
Polk,  backed  by  a  large  clinical  record,  and  more  recently  by 
the  paper  to  which  Dr.  Kollock  has  referred.  I  find  in  the  treat- 
ment of  the  acute  cases,  that  with  rest,  antiseptic  measures,  the 
curette,  and  drainage,  some  of  them — yes,  a  good  many  of  them — 
do  well.  In  other  cases  the  results  have  been  disappointing  to  me. 
I  have  found  that  although  the  rational  symptoms  were  favorable, 
the  woman  was  not  cured  ;  that  the  discharge  and  the  tenderness 
in  the  pelvis  continued.  In  addition  to  these  unsatisfactory  results* 
some  others  have  occurred  in  my  experience,  which  are  not  in 
accordance  with  the  recorded  experience  of  the  writers  just  men- 
tioned. In  two  cases  I  found  the  patient  did  well  during  the 
few  weeks  following  the  curetting,  got  up  and  was  about  a  little ; 
but  when  the  next  menstrual  period  returned  there  was  also  a 
return  of  pain  and  the  occurrence  of  a  small,  distinct  tumor  in 
the  pelvis  on  one  side  of  the  uterus.  With  rest  these  symptoms 
disappeared.  The  subsequent  history  of  these  cases  I  was  not 
able  to  follow  ;  but  the  curettement  evidently  did  not  accomplish 
anything.  In  still  another  case  in  which  pelvic  inflammation 
was  very  slightly  marked,  but  in  which  there  was  what  we  de- 
nominate endometritis,  and  in  which  the  curetting  was  done  in 
the  most  careful  manner,  after  seven  or  eight  days  a  small  mass 
began  to  form  on  the  right  side  of  the  uterus,  which  rapidly  in- 
creased in  size,  and  was  soon  large  enough  to  fill  the  pelvis.  This 
was  a  pus  sac,  which  required  an  abdominal  operation  for  its 
removal.  While  I  still  continue  to  do  the  curetting  in  some  cases 
I  do  it  with  a  great  deal  of  fear,  and  I  say  to-day  I  am  not  satis- 
fied in  my  own  mind  to  what  extent  it  is  a  valuable  procedure. 
These  remarks  have  reference  to  the  acute  cases.  My  own  prac- 
tice is,  in  what  we  call  chronic  pyosalpinx,  to  unhesitatingly 
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advocate  the  removal  of  the  appendages.  I  think  it  is  the  only 
treatment  that  will  avail,  for  in  case  other  treatment  is  resorted 
to  the  trouble  is  certain  to  recur  and  necessitate  at  some  time  or 
other  an  abdominal  section. 

Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala. — Dr.  Kelly's  paper 
emphasizes  some  very  important  points  in  connection  with  the 
diagnosis  of  gynecological  cases.  An  anaesthetic  is  necessary  in 
a  limited  number  of  cases  in  order  to  make  a  satisfactory  examin- 
ation. Sensitive,  nervous  women  will  not  stand  the  pain  caused 
by  a  thorough  examination,  and  those  with  thick  or  rigid  abdom- 
inal walls  cannot  be  examined  otherwise  satisfactorily.  However, 
in  the  majority  of  cases  an  examination  sufficiently  accurate  for 
treatment  or  an  operation  can  be  made,  and  the  examination 
completed  after  the  patient  is  anaesthetized  for  the  operation.  It 
is  not  best  to  administer  an  anaesthetic  if  it  can  be  avoided,  not 
from  the  fact  that  there  is  some  danger  attending  its  administra- 
tion, but  because  the  patient  is  often  unpleasantly  affected  by  it 
and  there  may  be  great  difficulty  in  inducing  her  to  be  operated 
on  afterward.  This  should  be  avoided,  for  we  want  to  keep  the 
patient  in  as  good  frame  of  mind  as  possible. 

I  always  have  a  nurse  present  at  my  examinations  and  prefer 
to  use  the  double  tenaculum  to  the  one  recommended  by  the 
author.  By  having  an  assistant  the  surgeon  is  enabled  to  make 
an  examination  with  more  ease.  It  is  certainly  a  good  plan  to 
examine  the  pelvic  organs  with  one  hand  on  the  abdomen  and 
one  or  two  fingers  in  the  rectum  after  the  uterus  has  been  drawn 
down  and  held  by  an  assistant. 

In  regard  to  endometritis,  which  has  been  referred  to  by  Dr.  Price 
and  others  who  have  preceded  me,  but  which  is  a  digression  from 
the  subjects  under  discussion,  I  beg  to  say  that  I  regard  the  views 
of  Dr.  Price  as  extreme  on  this  subject.  In  a  great  many  cases 
we  do  away  with  the  necessity  of  resorting  to  an  abdominal  sec- 
tion in  treating  the  endometritis  by  curetting,  etc.  The  trouble 
is,  authors  are  disposed  to  generalize  too  much  in  their  discus- 
sions and  fail  to  particularize  enough.  They  do  not  describe  accu- 
rately the  conditions  for  which  they  resort  to  a  certain  treatment 
and  outline  their  cases  so  as  to  give  a  clear  idea  as  to  when  the 
physician  should  or  should  not  resort  to  certain  surgical  proceed- 
ures.     Instead  of  that  they  are  inclined  to  denounce  one  treat- 
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ment  and  uphold  another  without  giving  each  remedy  or  surgical 
procedure  its  proper  recognition.  There  is  nothing  clearer  to  my 
mind  than  that  we  save  a  great  many  cases  from  minor  operations 
by  the  proper  use  of  the  curette ;  for  by  curing  the  endometritis, 
which  is  liable  to  go  on  and  produce  salpingitis  and  a  pus 
tube  if  let  alone,  an  operation  for  the  removal  of  the  append- 
ages is  avoided.  It  should  not  be  forgotten  that  nearly  all  cases 
of  tubal  trouble  have  their  origin  in  the  endometrium.  The 
cases  of  pus  tube  and  ovarian  abscess  which  follow  the  operation 
of  curettement  are  not  as  a  rule  due  to  the  operation  alone  but 
to  the  inflammation  which  had  already  extended  into  the  tubes 
which  is  lighted  up  by  the  minor  operation.  There  being  a  mild 
form  of  inflammation  present  when  a  minor  procedure  is  resorted 
to,  the  surgical  operation  is  simply  an  additional  cause  for  inflam- 
mation in  the  tube  and  ovary,  and  there  being  present  septic 
germs  which  have  originated  from  the  endometrium,  the  inflam- 
mation affords  a  fertile  soil  for  their  development,  and  as  a  result 
an  abscess  or  a  pus  tube  develops.  So  when  an  abscess  or  a  pus 
tube  develops  after  such  an  operation  we  need  not  as  a  rule  blame 
the  procedure  for  it,  as  the  trouble  was  there  before  the  operation. 
The  teachings  of  Dr.  Polk  and  others  have  no  doubt  done  harm 
in  many  quarters  in  that  the  procedure  has  been  made  very 
popular,  and  has  fallen  into  the  hands  of  incompetent  men  who 
are  anxious  to  make  reputations  and  who  do  not  possess  the  neces- 
sary knowledge  and  experience  to  utilize  this  procedure.  As  a 
result  septic  germs  are  introduced  into  the  uterine  cavity  and  an 
amount  of  traumatism  produced  which  would  not  occur  in  the 
hands  of  the  accomplished  surgeon  ;  but  the  abuse  of  a  remedy 
should  be  no  argument  against  its  proper  use,  and  men  who  are 
constantly  operating  ought  to  endeavor  to  classify  their  cases  and 
not  to  treat  them  all  by  the  same  procedure. 

I  think  there  are  very  few  cases  of  pyosalpinx  in  which  any 
treatment  should  be  adopted,  except  the  removal  of  the  diseased 
structures. 

Dr.  Engelmann. — I  wish  to  say  that  I  feel  very  strongly  on 
this  question  of  an  anaesthetic  in  diagnosis.  It  seems  that  I  have 
been  misunderstood,  as  it  is  difficult  in  the  limited  time  allotted 
each  speaker  to  explain  our  views  fully.  Of  course,  where  the 
pelvis  is  board-like,  and  a  large  pus  tube  is  present,  or  multiple 
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pus  centres  exist,  surgical  interference  is  evidently  indicated 
without  examination  under  anaesthesia,  and  some  women  are 
more  easily  examined  than  others  ;  but  there  is  an  involuntary 
resistance  of  the  tissues  which  is  never  overcome  unless  an  anaes- 
thetic is  administered.  All  are  not  marked  cases,  yet  where  the 
changes  are  marked  and  distinct/  an  anaesthetic  is  unnecessary. 
My  attention  was  first  called  to  the  importance  of  this  procedure 
by  two  cases  of  great  interest  to  me,  which  were  examined  by 
eminent  men,  yet  the  diagnosis  was  an  erroneous  one.  For 
several  years,  in  one  instance,  treatment  went  on  under  such  mis- 
conception, and  not  until  the  patient  was  examined  under  an 
anaesthetic  was  the  true  condition  recognized.  The  slight  enlarge- 
ment of  the  tube  had  not  been  recognized,  and  could  never  have 
been  recognized  without  anaesthesia,  by  reason  of  the  resistance 
of  the  abdominal  muscles.  The  symptoms  were  slight,  they  were 
not  marked — jet  sufficient  to  indicate  pelvic  trouble  of  minor 
degree — but  endometritis  and  anteflexion  were  prominent  and 
were  treated  ;  under  the  anaesthetic  the  condition  was  revealed 
as  a  salpingitis  with  pelvi-peritonitis,  the  tube  enlarged  to  the 
thickness  of  the  little  finger.  It  was  impossible  to  recognize  this 
enlargement  and  the  slight  thickness  of  tissues,  delicate  adhesions, 
without  anaesthesia.  But  let  us  not  say  that  anaesthesia  should 
be  the  rule  in  every  case.  Dr.  Kelly  is  not  trying  to  practise 
and  teach  that.  In  a  young  girl  it  is  desirable  under  all  circum- 
stances, for  a  first  examination,  and  at  any  time  of  life  when  it 
is  a  question  of  doubtful  diagnosis. 

Dr.  R.  M.  Cunningham,  of  Pratt  Mines,  Ala. — I  desire  to 
challenge  the  statement  that  a  pus  tube  never  discharges  into  the 
uterine  cavity.  And  right  here,  as  I  have  never  placed  this  case 
on  record,  I  will  give  the  Association  the  benefit  of  it.  In  June, 
1892, 1  was  consulted  by  a  lady  who  gave  the  following  history : 
She  was  about  twenty-seven  years  of  age  ;  had  been  married  six 
or  seven  years,  one  child  four  years  old ;  good  family  history. 
During  her  puerperal  period  she  had  an  attack  of  septic  trouble 
in  the  pelvis,  from  which  she  immediately  recovered,  but  never 
afterward  regained  her  health  ;  the  commoner  symptoms  being  a 
profuse  purulent  discharge  at  times ;  at  others,  a  watery  dis- 
charge; dysmenorrhcea  pronounced,  patient  being  compelled  to 
remain   in  bed  for  from  four  to  five  days  at  her  periods  for 
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months.  Physical  examination  showed  the  uterus  fixed,  a 
sausage-shaped  mass  on  the  left  side,  and  a  painless  globular 
mass  about  the  size  of  a  lemon.  During  the  examination  and 
conjoined  manipulation  the  round  mass  ruptured,  and  I  did  not 
know  exactly  what  I  had  done.  I  watched  the  patient  carefully. 
I  was  sent  for  a  few  hours  later  to  see  her.  She  told  me  that 
there  had  been  considerable  discharge  from  her  vagina,  and 
examination .  revealed  an  escape  of  pus  from  the  uterus.  Con- 
joined manipulation  showed  that  the  sausage-shaped  mass  had 
been  considerably  diminished  in  size.  I  made  the  diagnosis  of 
pyosalpinx  on  the  left  side,  which  under  my  manipulation  had 
discharged  itself  into  the  uterine  cavity.  I  advised  curettement, 
drainage,  and  gauze  packing,  and  she  consented.  The  operation 
was  performed,  and  she  has  made  an  absolutely  unequivocal  and 
perfect  recovery.  In  testimony  of  this,  I  will  cite  Dr.  Reed,  if  he 
is  present,  who  examined  the  lady  for  gall-stones  last  July,  and 
he  wrote  me  a  letter  to  the  effect  that  the  pelvic  organs  were  in 
good  condition,  except  laceration  and  moderate  anteversion. 
That  is  one  case.  I  want,  however,  to  commit  myself  to  the 
view  that  these  tubes  should  be  removed  by  laparotomy,  and  were 
I  a  laparotomy  specialist  that  woman  would  have  lost  her  tubes 
and  ovaries  ou  that  occasion  ;  but  not  being  such  I  gave  her  the 
best  treatment  I  could,  and  she  has  recovered.  Of  course,  she 
has  not  been  pregnant  since. 

Another  thing  I  want  to  challenge  is,  that  there  is  no  such  thing 
as  endometritis.  My  occupation  would  be  gone  if  we  were  to 
abolish  this  pathological  entity  I  believe  it  exists  and  that  it  is 
a  fact,  and  I  look  upon  it  as  being  in  the  vast  majority  of  cases 
of  diseased  appendages  the  fons  et  origo  mali  of  the  whole  affair. 
I  believe  the  operation  which  has  been  systematized  and  popular- 
ized by  Dr.  Polk  is  a  procedure  that  is  safe,  conservative,  and 
reliable ;  I  believe,  furthermore,  that  in  the  hands  of  the  general 
practitioner  it  will  relieve  thousands  of  women  who  would  other- 
wise go  to  our  laparotomists,  have  their  abdomens  opened  and 
appendages  removed.  I  believe,  furthermore,  that  if  practised 
properly  and  effectually  in  cases  of  endometritis,  it  will  prevent 
many  of  the  diseases  involving  the  uterine  appendages,  thus 
preventing  the  necessity  for  these  operations. 

A  word  in  regard  to  the  use  of  ansesthetics.    I  have  never  yet 
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found  a  negro  woman  who  would  relax  her  abdomen ;  she  will 
hold  it  rigid,  and  to  make  a  thorough  examination  of  the  pelvic 
organs  of  negro  women,  the  adminstration  of  an  ansesthetic  is 
necessary. 

Again,  in  reference  to  gonorrhoea  and  women  dying  all  over 
the  country :  I  would  not  attempt  to  criticise  such  an  eminent 
authority  as  Dr.  Price,  because  he  would  eat  me  up  in  one 
mouthful ;  but,  Mr.  President,  I  want  the  members  of  this 
Association  to  know  that  we  have  railroads  where  I  live ;  we  have 
a  great  many  people,  a  large  percentage  of  whom  are  negroes 
and  nearly  all  of  the  latter  have  had  in  their  history  gonorrhoea, 
their  ages  ranging  from  twenty  to  seventy ;  and  out  of  several 
hundred  women  to  my  knowledge,  over  whom  I  have  exclusive 
jurisdiction,  there  has  not  been  a  death  from  ectopic  pregnancy, 
or  a  pus  tube  removed  from  the  whole  crowd.  These  are  facts. 
So  there  must  be  something  peculiar  in  the  Pennsylvania  vagina, 
or  in  its  epithelium,  that  we  have  not  got  in  Alabama.  Dr.  Price 
operates  on  these  cases ;  they  are  sent  to  him  from  all  over  the 
country.  I  do  not  expect  that  Dr.  Price  treats  measles,  scarlet 
fever,  whooping-cough,  and  amputates  hip-joints.  He  has  a 
select  practice ;  he  has  special  adaptation  and  special  skill  and 
a  great  admiration  for  the  peritoneal  cavity.  There  is  no  man 
in  this  country  that  equals  him  as  a  laparotomist.  I  cannot 
allow  him,  however,  to  rid  me  of  my  occupation  by  abolishing 
endometritis,  and  calling  everything,  except  coeliotomy,  gyne- 
cological tinkering.  As  long  as  I  can  use  the  curette  and  make 
applications  to  the  endometrium,  I  am  going  to  practise  gyne- 
cology— in  many  cases  successfully.  My  interest  is  not  to  be 
concerned — it  is  the  interest  of  my  patients ;  they  cannot  go  to 
a  specialist,  and  what  is  to  become  of  them  ?  I  want  to  say  that 
in  a  large  number  of  cases  in  which  I  have  used  the  sharp 
curette,  with  more  or  less  fear  and  trembling,  they  have  done 
well.  I  use  the  Hanks  curette,  which  is  perfectly  safe,  and 
my  cases  have  been  symptomatically  relieved. 

When  we  relieve  our  patients  of  their  symptoms,  notwith- 
standing that  we  may  have  failed  to  remove  certain  pathological 
products,  our  patients  are  in  no  worse  condition  with  function- 
less  tubes  than  those  without  their  tubes.  Now,  I  insist  from 
personal  experience  that  there  are  such  cases,  cases  that  can  be 
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symptomatically  relieved,  without  being  pathologically  cured, 
by  methods  of  so-called  minor  gynecology.  Pus  cases,  of  course, 
are  not  meant ;  notwithstanding  it  is  the  experience  probably 
of  all  of  us  to  have  seen  cases  of  pus  in  the  pelvis  that  got 
well  spontaneously  by  oj)ening  in  the  vagina,  in  the  groin,  or 
even  down  to  the  thigh,  or  by  simple  incision  and  drainage ; 
yet  these  cases  are  the  exception,  and  laparotomy  and  removal 
of  appendages  is  the  proper  procedure.  The  personal  equation 
very  largely  determines  our  opinions — honest  and  sincere,  not- 
withstanding— as  to  the  proper  treatment  of  these  cases.  The 
surgeon  who,  by  his  great  skill,  boldness,  and  success,  becomes 
justly  distinguished  as  a  laparotomist,  is  not  a  very  good  authority 
on  minor  gynecology,  and  vice  versa. 

Dr.  Price. — The  Doctor  (Dr.  Cunningham)  has  alluded  to 
general  practitioners  resorting  to  methods  that  we  do  not  practise 
in  cities.  Just  here  I  will  verify  the  statement  I  made  a  while 
ago.  I  want  to  say  that  the  surgery  done  in  America  to-day 
commenced  in  the  backwoods,  and  the  best  surgery  has  remained 
in  the  backwoods.  The  surgery  around  Philadelphia  did  not 
begin  in  Philadelphia.  I  shall  make  a  claim  for  American 
surgery  that  has  not  before  been  made.  For  instance,  we  allude 
to  Tait,  Hegar,  or  Battey  as  the  first  operators  for  tubal  and 
ovarian  disease ;  not  so.  Atlee,  a  country  surgeon,  operated  in 
1843  for  tubal  and  ovarian  disease  with  adhesions.  We  would 
now  classify  Atlee's  operation  as  pelvic,  or  for  removal  of  diseased 
appendages,  it  being  done  for  tubal  and  ovarian  disease.  The 
specimens  each  weighed  about  sixteen  ounces.  The  operation 
was  commenced  with  the  knife  and  finished  with  the  knife  and 
scissors.  The  woman  was  put  on  the  table  without  an  anaesthetic, 
with  a  pulse  of  100,  and  came  off  in  thirty  minutes  with  a  pulse 
of  100,  and  the  patient  still  lives,  without  a  mustache  or  whiskers. 
Dr.  William  Baynham  began  in  the  backwoods  of  Virginia  in 
1790 ;  and  you  must  please  remember  that  McDowell,  the  father 
of  ovariotomy,  was  born  in  Virginia  and  educated  there,  and 
lived  only  a  short  distance  from  Baynham.  Baynham  recog- 
nized ectopic  gestation  ;  he  made  a  diagnosis  in  two  cases  in 
1790-99,  and  presented  them  fairly  as  McDowell  did.  He 
removed  the  gestation  sac  and  foetus ;  both  patients  did  well. 
Virginia  claims  this  honor — priority  in  section  for  tubal  preg- 
nancy. 
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With  reference  to  pus  being  drained  through  the  uterus,  last 
Thursday  I  removed  a  fibroid,  weighing  some  fifteen  or  sixteen 
pounds,  with  a  pus  tube  beneath  it.  Four  years  ago  I  urged  the 
removal  of  this  big,  tortuous  pus  tube,  which  was  fixed  and 
sausage-like  in  outline  ;  so  last  Thursday  I  removed  the  large 
fibroid,  shelled  out  the  big  pus  tube,  which  would  not  empty 
through  the  uterus,  notwithstanding  the  compression  from  above  ; 
evacuation  through  the  uterus  was  impossible.  My  friend,  Dr. 
Munde,  says  they  are  reported  cured,  but  a  few  months  after 
the  puncture  or  incision  someone  is  obliged  to  operate,  remove 
the  suppurating  tube  and  ovary,  and  get  rid  of  the  sinus  and 
vaginal  drains.  I  repeat,  that  there  is  but  one  way  to  get  rid  of 
them,  and  that  is  to  make  a  clean  extirpation — simple,  safe,  and 
sure. 

In  regard  to  towns  with  railroads  and  gonorrhoea,  I  made  the 
statement  from  numerous  personal  experiences.  I  have  repeat- 
edly gone  into  towns  and  met  enthusiastic  practitioners,  who 
have  said  to  me  :  "I  have  a  case  that  I  have  treated  for  a  long 
time,  and  I  want  you  to  see  her."  The  result  is  that  I  do  two  or 
three  sections  in  that  town,  and  then  examine  perhaps  a  dozen 
cases,  one  after  the  other,  in  the  hands  of  good,  intelligent  prac- 
titioners. They  have  done  all  sorts  of  tinkering  to  relieve  them . 
Some  of  the  patients  were  symptomatically  relieved,  but  later 
suffered  another  attack,  and  still  another.  Just  here,  to  verify 
my  statement  and  to  answer  the  argument,  the  doctor  would 
probably  claim  the  same  thing  for  appendicitis.  He  has  treated, 
we  will  say,  four  or  six  cases  of  appendicitis,  and  reported  them 
as  cured,  but  the  attacks  recur,  necessitating  operative  inter- 
ference. Someone  else  operates — McMurtry  or  Miles  possibly 
— and  has  the  specimen  in  a  bottle.  These  cases  are  treated  all 
over  the  world  in  that  way  and  reported  as  cures. 

The  same  is  true  in  regard  to  fibroids.  The  practitioner  will 
say  that  he  has  treated  ten  women  for  fibroids,  six  years  ago,  and 
the  patients  got  along  well,  barring  a  little  irregular  bleeding, 
etc.  With  curettement  the  patients  were  relieved  and  made 
very  comfortable,  perhaps  reported  as  cured,  and  someone  else 
has  the  specimen  in  a  museum. 

Dr.  Bedford  Brown,  of  Alexandria,  Va. — I  desire  to  say 
that  the  paper  which  has  been  read  by  Dr.  Kelly  was  prepared  at 
my  instigation.     In  discussing  it,  I  simply  wish  to  dwell  upon  the 
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importance  of  diagnosis.  No  matter  whether  we  are  specialists  or 
general  practitioners,  it  is  the  basis  of  all  pathological  knowl- 
edge, and  any  man  is  incompetent  to  practise  gynecology  or 
anything  else  unless  he  has  a  knowledge  of  diagnosis.  There  is 
one  little  point  to  which  I  desire  to  direct  the  attention  of  the 
members.  It  is  a  practical  method.  I  do  not  say  it  is  original 
with  myself  at  all,  but  it  is  one  I  put  in  practice  in  cases  of  pelvic 
inflammation  ;  and  I  will  say  here  that  I  believe,  in  making 
our  investigations  in  pelvic  disease  we  should  sometimes  resort  to 
anaesthesia  and  sometimes  do  without  it.  However,  the  mobility 
of  the  uterus  and  its  fixations  are  questions  of  importance  in 
diagnosticating  pelvic  disease.  The  mobility  of  the  uterus  in  its 
healthy  and  active  state  is  considerable,  and  it  varies  in  the 
pelvis,  its  elastic  suspensary  ligaments,  from  half  an  inch  to  an 
inch  perhaps.  In  testing  the  mobility  of  the  uterus  I  invariably, 
before  I  put  my  patient  under  anaesthesia,  when  I  get  my  finger 
inserted  into  the  vagina  impinging  in  contact  with  the  mouth  of 
the  uterus,  ask  her  to  cough,  and  the  whole  abdominal  organs 
are  forced  down  upon  the  uterus.  The  elasticity  permits  the 
uterus  to  descend  one  inch  or  more,  and  then  I  know  there  can 
be  no  immobility  in  that  case.  I  then  insert  my  finger  into  the 
rectum,  and  I  find  in  going  through  the  same  process,  while  the 
patient  is  coughing,  the  uterus  is  forced  down  upon  my  finger 
and  presses  it  down  in  the  rectum  a  distance  of  half  an  inch.  In 
this  way  I  know  the  uterus  is  mobile,  that  it  cannot  be  fixed.  If, 
however,  during  the  act  of  coughing  there  is  no  pressure  upon 
the  finger,  either  in  the  vagina  or  rectum,  I  know  it  is  fixed  and 
the  attachments  are  there.  Then  again,  by  the  bimanual  method 
of  examination,  with  the  left  index  finger  in  the  vagina  in  touch 
with  the  os  uteri  and  the  fingers  of  the  right  pressing  down  in 
the  suprapubic  space,  when  the  patient  is  in  the  act  of  coughing 
the  uterus  will  be  found  to  sink  low  in  the  pelvis  in  the  effort  of 
straining  and  then  to  rise  above  the  pubis  as  soon  as  the  strain 
of  coughing  ceases,  when  the  organ  is  perfectly  mobile. 

Dk.  Kelly. — In  conclusion,  I  will  not  attempt  to  reply  to  a 
number  of  points  raised,  which  were  utterty  foreign  to  the  sub- 
ject of  my  paper. 

I  have  been  amused  by  what  one  gentleman  has  had  to  say 
about  the  general  practitioner  and  his  refined  diagnostic  powers 
in  pelvic  diseases.     Unfortunately,  a  large  experience  has  demon- 
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strated  to  me  that  the  general  practitioner  makes  many  mistakes 
in  this  line  of  work  ;  the  only  legitimate  conclusion  I  can  draw, 
therefore,  is  that  Dr.  Price  makes  them  also. 

Dr.  Davis  has  spoken  well  regarding  the  examination  of  the 
patient  under  anaesthesia,  and  I  can  cordially  indorse  his 
remarks.  In  many  cases,  as  he  says,  the  examination  can  be 
made  immediately  preceding  the  operation.  It  has  several  times 
thus  happened  that  my  assistants  have  arranged  cases  for  opera- 
tion, when  upon  examining  under  anaesthesia  just  before  the 
operation  I  have  found  it  necessary  to  send  the  patient  back  to  the 
ward  without  operation,  with  the  diagnosis  "  no  pelvic  disease." 

It  is  well  to  protect  your  finger  in  this  examination  just  before 
operation,  particularly  if  you  examine  per  rectum,  by  putting  on 
a  sterilized  rubber  stall,  so  as  to  avoid  contamination. 

Regarding  "  pus  tube  cases,"  I  am  sorry  to  note  that  we  have 
been  obliged  to  listen  to-day  to  a  re-hash  of  the  now  antiquated 
discussions  of  the  Philadelphia  Obstetrical  Society,  dating  at  least 
as  far  back  as  six  or  eight  years.  Do  not,  however,  be  deceived, 
gentlemen,  into  thinking  from  what  you  have  heard  that  we  do 
not  know  more  about  these  conditions  than  we  did  then — at  the 
very  beginning  of  this  work. 

We  have  made  great  progress,  chiefly  in  the  line  of  conserva- 
tism, and  the  following  are  some  of  the  progressive  points  briefly 
detailed.  We  now  but  rarely  operate  in  the  acute  stage  of  a 
pelvic  abscess,  unless  there  is  rupture  into  the  peritoneum.  The 
operation  in  the  acute  stage,  or  during  an  acute  exacerbation,  is 
far  more  difficult  and  more  dangerous.  The  non-ruptured  cases 
belong  to  the  asthenic  type  and  the  ruptured  to  the  sthenic. 

Note  well  the  following  fact,  and  take  Nature's  hint :  that  a 
great  many  abscesses  discharge  spontaneously  through  the  uterus, 
vagina,  or  rectum,  and  are  thus  completely  cured. 

The  post-puerperal  cases  of  streptococcus  infection  are  the 
most  virulent. 

In  some  cases,  by  careful  handling  you  can  squeeze  the  pus 
into  the  uterine  cavity  and  empty  the  abscess  through  the  uterus. 
These  sometimes  get  well  if  let  alone. 

Where  there  is  a  distinct  pointing  below  into  the  vaginal  vault 
or  into  the  rectum  the  best  plan  is  to  evacuate  the  abscess  there. 

The  vaginal  operation  is  also  called  for  where  the  patient  is  in 
a  feeble  condition  and  the  abdominal  incision  has  revealed  the 
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fact  that  intestinal  adhesions  wall  the  abscess  cavity  in.  An 
enucleation  by  the  abdomen  in  such  a  case  would  give  the 
patient  not  more  than  one  chance  in  ten.  It  is  my  custom  here 
to  make  an  opening  through  the  vagina  with  a  pair  of  sharp- 
pointed  scissors,  guided  by  the  hand  resting  on  the  mass  in  the 
abdomen.  The  scissors  are  pushed  in  closed  and  withdrawn 
open.  The  finger  is  then  introduced,  and  all  adjacent  sacs  and 
septa  are  broken  down  and  a  single  cavity  formed  with  efficient 
drainage. 

It  is  necessary  to  irrigate  the  cavity  daily  after  removing  an 
iodoform-gauze  pack  inserted  at  the  time  of  operation  and  left  in 
place  two  or  three  days.  The  closure  of  the  abdominal  incision 
after  opening  the  sac  below  must  be  left  to  an  assistant  with  clean 
hands.     I  have  thus  operated  repeatedly  and  with  success. 

Dr.  Kollock. — In  speaking  of  Dr.  Price's  remarks,  there  is 
no  man  in  America  whose  opinion  in  gynecology  or  abdominal 
surgery  I  value  more  highly  or  have  more  respect  for  than  his. 
In  the  humble  position  I  occupy,  when  Dr.  Price  makes  the 
statement  that  a  pus  tube  cannot  be  drained  through  the  uterus 
he  might  as  well  tell  me  that  an  ovum  cannot  pass  through  the 
tube  into  the  uterine  cavity,  where  it  becomes  fecundated.  I 
have  pressed  it  out  in  many  cases.  It  has  reaccumulated  a 
little,  and  then  it  was  washed  out  with  hot  douches ;  I  cleared 
out  the  endometrium,  and  my  patient  has  got  perfectly  well.  I 
am  perfectly  convinced  that  they  have  been  symptomatically 
cured,  and  when  they  make  no  complaint  they  must  be  well.  I 
stop  the  treatment  then.  If  they  cease  to  discharge  pus,  from 
any  portion  of  the  vagina  or  uterus,  and  the  women  complain  of 
no  pain,  I  consider  them  cured,  and  I  hear  of  some  of  them  being 
pregnant  afterward.  I  confess  there  are  cases  of  pyosalpinx  in 
which  the  lumen  of  the  tube  is  so  strictured  as  to  become  almost 
obliterated  ;  but  so  many,  that  at  first  seem  to  be  so,  can  by  curet- 
tage, washing  out  the  endometrium,  and  gentle  massage  with  the 
patient  in  a  recumbent  position  and  the  hips  slightly  elevated, 
be  relieved  without  the  removal  of  the  ovaries  or  tubes. 


THE    INCISION     IN    ABDOMINAL     SECTION- 
HOW  TO  CLOSE  IT— POST-OPERATIVE 
COMPLICATIONS  ABOUT  IT. 


By  Joseph  Price,  M.D., 
Philadelphia,  Pa. 


The  question  that  most  vitally  concerns  us  in  our  surgical 
and  gynecological  work  is,  How  can  we  reduce  our  mortality? 
The  question  is  a  momentous  one  when  it  is  considered  that  it 
is  human  life  we  deal  with,  that  our  surgical  judgment  and 
surgical  fingers  repeatedly  determine  the  issue  of  life  or 
death.  Our  progress,  the  victories  gained,  are  gratifying  but 
not  satisfying.  We  go  back  only  for  the  lessons  of  skilled 
experience  to  get  in  more  intimate  touch  with  the  teachings  of 
those  who  blazed  the  way  for  us — who  heroically  opened  and 
led  the  way  against  the  superstitions  and  prejudices  of  ignor- 
ance. 

It  was  not  within  the  human  limits  of  the  honored  pioneers 
of  our  profession  to  drive  out  all  the  darkness  and  let  in  all 
the  light,  nor  will  it  be  within  ours. 

While  the  ignorant  mob  may  not  be  at  our  doors  clamoring 
for  blood  in  atonement  for  our  real  or  imagined  failures,  still 
there  is  a  malign  power  not  broken — throned  about  educa- 
tional centres,  scattered  everywhere — and,  to  our  humiliation, 
finds  mischievous  allies  in  the  ignorant,  prejudiced,  and  un- 
scrupulous of  the  profession.  They  are  the  men  who  em- 
barrass advanced  teaching,  who  place  in  the  way  of  the 
progressive,  conscientious,  and  practical  teachers  their  chief 
obstructions  and  discouragements.  The  man  who  cannot  or 
will  not  learu  should  practise  at  least  the  virtue  of  silence. 
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Not  a  few  of  the  afflicted  suffer  premature  death  or  live 
useless  lives — live  through  years  of  avoidable  suffering  through 
ignorant  and  pernicious  intermeddling. 

We  refer  to  our  surgical  advances  as  marvellous ;  in  a  strictly 
modern  sense  they  have  been — yet  half  a  century  elapses  be- 
tween McDowell,  Baynham,  and  Mr.  Tait.  The  Atlees,  with 
their  sound  surgical  judgment,  their  masterly  surgical  skill,  and 
their  high  professional  honor,  came  in  early  and  make  profit- 
able history  for  the  surgeon's  reading. 

With  our  better  perfected  methods  we  are  fortunate  in  the 
possession  of  the  plus  advantages  of  the  lessons  the  wisdom 
and  courage  of  these  men  evolved  and  mastered. 

A  glance  at  our  own  field  faintly  conveys  to  us  some  realiza- 
tion of  the  embarrassments  with  which  they  contended.  They 
did  in  our  work  that  which  made  it  possible  for  us  to  be 
where  we  are — they  made  an  intelligent  beginning.  Ours  is  the 
receptacle  holding  all  that  was  best  of  the  teachings  of  those 
sturdy  and  courageous  men,  and  we  cherish  the  faith  that  they 
transmitted  some  of  the  mettle  which  gave  them  their  tri- 
umphs to  men  of  our  own  day  and  generation. 

We  will  not  further  deal  with  memories,  however  pleasant 
and  cherished  they  may  be  or  educational  in  their  value,  will 
not  refer  to  other  men  who  have  added  splendor  to  our  pro- 
fession, other  names  which  will  adorn  any  page  upon  which 
they  may  be  written,  but  begin  where  our  surgery  begins,  with 
the  incision. 

We  have  nothing  from  which  we  can  ever  approximately 
determine  to  what  extent  the  length  of  the  incision  influences 
the  mortality.  The  statistics  of  comparative  results  would 
not  prove  satisfactory  for  the  reason  of  the  entry  of  so  many 
other  compromising  elements — adhesions,  their  character,  ex- 
tent, and  locality.  That  the  length  of  incision  exercises  a 
greater  influence  than  is  generally  recognized  or  admitted,  I 
entertain  little  doubt. 

As  to  length,  no  arbitrary  rule  of  mathematical  certainty 
can  be  laid  down.  In  my  own  experience  I  find  the  balance 
of  both  convenience  and  safety  to  lie  with  the  short  incision. 
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Muscle  undamaged  and  intact  is  the  natural  and  best  pro- 
tection to  the  abdomen,  and  there  is  less  bleeding  when  it  is 
uncut.  A  short  incision  narrows  the  limits  of  hemorrhage. 
However  simple  may  be  the  structures  of  the  abdominal 
walls,  a  lengthy  incision  gives  unnecessary  extent  to  exposure 
of  the  peritoneal  cavity  and  the  abdominal  viscera  to  atmos- 
pheric influence  and  to  needless  contact  with  the  hands  of  the 
operator,  and  this  without  lessening  the  difficulty  in  dealing 
with  those  varying  emergencies  constantly  encountered  by  the 
operator.  It  is  safe  to  begin  with  a  small  incision,  and  where 
the  size  and  character  of  the  tumor  or  complications  present 
require  a  larger  one,  it  can  easily  be  made. 

Very  much  of  our  abdominal  work  can  be  done  through  an 
opening  admitting  only  two  fingers. 

The  reliance  of  the  abdominal  surgeon  must  be  largely  in 
educated  fingers. 

Diseased  tissues  may  be  dealt  with  through  a  small  incision ; 
exposure  of  adhesions  to  view  is  not  necessary,  except  those 
of  small  bowel.  In  a  majority  of  cases  an  operation  can  be 
done  through  a  small  incision  without  the  operator  or  spec- 
tators seeing  viscera. 

Universally  adherent,  irreducible,  or  solid  tumors  require 
a  long  incision  for  delivery  and  for  dealing  with  complica- 
tions that  can  only  be  dealt  with  through  the  long  incision, 
those  beneath  and  on  the  sides  of  tumors.  In  the  majority  of 
cases,  to  so  enlarge  the  opening  as  to  obtain  a  view  of  the 
parts,  you  augment  the  risk  of  ventral  hernia  and  provoke 
tedious  convalescence. 

The  question  as  to  the  length  of  the  incision  continues  a 
controverted  one,  and  the  opinions  of  those  who,  per  virtue  of 
their  experience,  are  entitled  to  speak  with  some  wreight  of 
authority  have  for  us  a  practical  interest,  though  we  may  not 
accept  them  for  our  guidance. 

Peaslee,  in  his  excellent  work  on  Ovarian  Tumors,  in 
referring  to  the  controversy  which  arose  in  England  between 
the  advocates  of  the  long  incision  and  of  the  short  one,  says : 
"It  is  sufficient  for  my  purpose  to  state  that  by  the  short  in- 
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cision  I  mean  one  three  to  six  inches  long,  and  by  the  long 
incision  often  inches  or  more,  and  sometimes  extending  from 
the  symphysis  pubis  to  the  ensiform  cartilage,  as  practised  by 
Dr.  Charles  Clay." 

Quoting  Koeberle,  he  says:  "In  his  first  sixty-nine  cases 
the  mortality  was  directly  proportional  to  the  length  of  the 
incision.  He  found  that  of  twelve  cases  in  which  the  incision 
was  two  to  four  inches,  only  one  died ;  of  forty-eight  cases, 
with  a  length  of  four  to  ten  inches,  fifteen  (one-third)  died; 
and  if  the  incision  was  ten  to  sixteen  inches,  eight  out  of 
twenty-two  died."  But  Koeberle,  unlike  Dr.  Clay,  adopted 
the  long  incision  only  when  obliged  to  do  so.  In  his  first 
case  of  ovariotomy,  Dr.  McDowell  made  an  incision  nine 
inches  long.  He  said  of  his  operations:  "My  incisions  were 
always  so  free  and  extensive  that  I  always  performed  every 
part  by  sight."  Dr.  Nathan  Smith  in  his  first  ovariotomy 
(1821)  made  an  incision  three  inches  long  and  successfully 
removed  an  ovarian  cyst  through  the  incision. 

The  early  advocates  of  the  short  incision  regarded  all  in- 
cisions as  short  which  did  not  exceed  six  inches.  Peaslee  lays 
down  the  practical  rule  to  be:  "  1.  To  make  the  opening  into 
the  peritoneal  cavity  for  the  removal  of  the  tumor  at  least 
three  inches  long,  to  begin  with — and  of  course  longer  in 
case  of  large  cysts  which  cannot  be  essentially  diminished  by 
tapping;  and  "(2)  then  to  prolong  it  if  necessary,  and  only 
so  far  as  is  actually  required." 

He  illustrates  as  follows  what  is  meant  by  long  and  short 
incisions,  and  in  his  view  their  relative  dangers:  "Making 
the  distinction  of  (1)  very  short  incision,  two  and  a  half  inches 
and  less — and  such  alone  was  really  meant  by  the  operalio 
minor;  (2)  short,  three  to  six  inches;  (3)  long,  six  to  ten 
inches;  and  (4)  very  long,  ten  inches  or  more — operalio 
major.     Their  relative  danger  may  be  expressed  as  follows : 

Very  dangerous.  Less  dangerous.       Comparatively  safe.  Very  safe. 

Very  short,  two  and       Very  long,  over        Long,  six  to  ten  Short,  three  to 

a  half  inches  and  ten  inches.  inches.  six  inches." 
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The  bad  results  of  German  ovariotomists  where  they  have 
been  bad  cannot  be  logically  or  justly  credited  to  the  short 
incision ;  where  they  have  failed,  their  failures  are  creditable 
to  other  causes,  chiefly  to  dirt.  Their  recent  work  has  been 
good. 

I  repeat  that  my  own  experience  does  not  accord  with  the 
experience  of  the  advocates  of  the  long  incision ;  I  cannot, 
therefore,  accept  the  opinion  that  a  short  incision  is  danger- 
ous. Through  a  small  incision  in  all  operations  (certainly 
large,  irreducible,  or  solid  tumors  excepted)  there  can  be 
easily  conducted  all  needed  manipulation  of  parts,  thorough 
exploration  for  adhesions  and  their  safe  detachment,  and  a 
careful  cleansing  and  flushing  of  the  peritoneal  cavity  if 
necessary. 

Where  the  one  idea,  that  of  safety,  dominates  all  others, 
every  precaution  will  be  used  to  prevent  accident  in  any  form. 
The  importance  of  a  perfect  closure  of  the  incision  has  only 
recently  received  that  attention  it  deserves.  The  effort  should 
be  to  approximate  as  nearly  as  possible  normal  conditions, 
anticipating  and  dealing  with  all  existing  or  possible  compli- 
cations with  scrupulous  minuteness  and  care,  thus  guarding 
against  those  accidents  which  are  too  frequent.  It  is  true 
that  some  of  our  bad  results  are  beyond  our  explaining,  be- 
yond our  avoidance;  yet  there  are  many  accidents  for  which  we 
have  no  valid  excuse.  In  the  major  number  of  our  cases  we 
can  account  for  the  accidents  from  which  our  patients  suffer 
and  with  which  we  have  to  deal ;  we  can  trace  the  trouble 
very  generally  to  the  manner  in  which  the  operation  was 
done — to  bad,  incomplete,  or  too  much  surgery. 

For  a  long  time  the  closure  of  the  incision  was  a  matter  of 
rude  surgery ;  transfixion  pins  with  figure-of-eight  strings 
thrown  about  them  was  a  common  method. 

I  do  not  pretend  to  suggest  uniform  procedures  to  be  car- 
ried out  in  all  cases — each  operator  has  his  own  way  and  does 
his  own  work  best  that  way,  and  it  would  not  be  possible  for 
him  to  apply  the  methods  of  others  safely  and  successfully 
"without  special  training.     I  am  satisfied  that  the  exposure  and 
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manipulation  of  the  incision  as  well  as  the  peritoneum  is 
harmful.  Incisions  bathed  in  pus  and  filth  and  freely 
manipulated  often  refuse  to  unite. 

The  incision  is  an  outward,  a  surface  sign  of  our  workman- 
ship, and  we  should  have  some  pride  in  its  character ;  it  should 
not  be  a  sign  of  mutilation. 

An  extensive  incision,  one  indicating  careless,  slouchy, 
indifferent  surgery,  is  something  more  than  a  discredit  to  the 
surgeon,  it  is  a  continuous  annoyance  to  the  patient.   ' 

Careful  study  and  effort  should  be  made  to  avoid  the 
presence  of  cicatricial  tissue.  Strenuous  endeavor  should  be 
made  to  secure  primary  union  in  all  wounds.  Suppurating 
wounds  are  largely  due  to  careless  closure  or  to  tight  sutures 
including  too  much  tissue ;  this  tight  suturing  is  too  common 
and  has  destroyed  life  in  many  feeble  subjects.  Suppuration 
due  to  tight  suturing,  and  stitch-hole  abscesses,  in  all  sections, 
where  they  do  not  result  fatally,  prolong  convalescence. 

The  now  fashionable  buried  suture  is  not  free  of  danger,  nor 
is  this  method  done  by  any  material  giving  the  perfect  result 
claimed  for  it.  In  two  cases  I  have  repeated  operations  on  the 
same  patient  to  remove  the  entire  scar.  These  two  patients 
came  to  me  with  scars  studded  all  over  with  sinuses ;  in  one 
case  I  feared  sarcoma  of  the  scar,  but  after  removing  the 
large  diamond-shaped  piece  underlying  the  entire  width  and 
length  of  the  scar,  I  found  upon  careful  dissection  numerous 
ligatures  or  buried  sutures  throughout  its  entire  centre. 
Through  the  many  years  of  suture  experiment  the  applica- 
tion of  the  buried  suture  at  any  and  all  points  of  the  body 
has  been  found  a  failure.  The  use  of  the  silver  ligature  in 
ovariotomy  has  been  followed  by  abscess  and  death.  The 
buried  suture  in  the  female  perineum  is  also  followed  by 
suppuration  ;  human  tissues  will  not  tolerate  the  presence  of 
a  non-absorbable  foreign  body.  Undue  chances  and  liberties 
should  not  be  taken  with  the  peritoneum  because  of  its  great 
tolerance. 

That  eminent  old  English  surgeon  and  author,  Richard 
Wiseman,  as  far  back  as  the  reign  of  Charles  II. — more  than 


JOSEPH  PRICE.  75 

two  centuries  since — wrote,  under  the  caption  of  "  Wounds  of 
the  Belly  :  "  "  Authors  have  proposed  several  ways  of  stitch- 
ing these  wounds  which  I  shall  not  trouble  you  with,  but 
advise  you  to  make  your  stitches  deep,  that  the  peritoneum 
may  be  united  with  the  flesh,  for  if  you  fail  therein  a  hernia 
must  necessarily  succeed."  Through-and-through  suturing, 
including  all  structures,  more  of  the  central  structure  than 
skin  or  peritoneum,  with  either  silkworm-gut  or  pure  silk 
(two  of  the  strongest  and  cleanest  of  all  materials  known), 
has  given,  and  continues  to  give,  the  most  satisfactory  results. 
Silkworm-gut  seems  to  be  the  favorite  material  at  present ; 
it  possesses  all  the  natural  and  essential  qualities  of  a  suture, 
is  small,  strong,  and  non-irritating — the  three  cardinal  virtues 
of  all  good  suturing  material.  Terracing  sutures  has  nothing 
to  recommend  it ;  on  the  other  hand,  it  prolongs  the  opera- 
tion, which  is  an  important  consideration  in  all  cases  in  the 
hands  of  young  operators,  who,  under  the  stress  of  the  occa- 
sion, are  likely  to  forget  the  results  of  a  careless  and  needlessly 
prolonged  anaesthesia. 

Retraction  of  skin  and  peritoneum  by  the  introduction  of 
silkworm  sutures  gives  inclusion  of  more  central  structures 
and  the  least  possible  tension  on  skin  and  peritoneum. 

To  so  introduce  sutures  as  to  secure  the  desired  results 
requires  practice  with  a  fine  straight  needle  and  the  education 
of  the  fingers.  By  such  methods  it  is  exceptional  to  have 
cutting  sutures  or  stitch-hole  abscesses.  In  tying  the  sutures 
you  will  find  muscle  and  aponeurotic  structures  in  apposition 
before  the  skin  approximates. 

Keith,  Tait,  and  Bantock  all  use  the  fine,  straight  needle; 
their  work  has  been  about  perfect. 

The  use  of  large,  curved,  cutting  needles  is  harmful ;  their 
use  primarily  favors  hemorrhage  and,  secondarily,  stitch-hole 
abscesses.  In  ansemic  patients  the  Hagedorn  needle  favors 
hemorrhage;  it  has  a  cutting  edge  of  quite  one  line  in  length. 
Too  much  prominence  cannot  be  placed  upon  the  use  of  silk- 
worm sutures  ;  introduce  three  or  four  to  the  inch,  including 
all  the  structures  of  the  abdominal  wall.     The  use  of  uncer- 
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tain  material,  like  catgut  or  tendon,  is  a  mistake,  as  you  are 
never  certain  of  its  purity  or  quality  if  you  rely  upon  the 
manufacturer.  The  surgeon  should  cleanse  and  prepare  his 
own  materials  if  he  would  do  good  work.  To  minimize 
post-operative  complications  and  the  discomfort  of  the  patient, 
all  operations  should  be  done  rapidly,  through  the  smallest 
possible  iucision.  Existing  adhesions,  omental  and  bowel, 
should  be  freed  ;  the  finest  and  purest  of  silk,  and  the  least 
quantity  consistent  with  safety,  should  be  used — heavy,  coarse 
material,  sik  or  other,  should  not  be  used.  Viscera  should 
be  placed  in  normal  position  and  incision  closed  after  careful 
drying.  Dry  dressing  with  a  snugly-fitting  bandage  is  suffi- 
cient. I  have  given  all  methods  of  suturing  the  abdominal 
wall  a  faithful  trial ;  I  have  also  watched  the  methods  and 
results  of  others;  and  again,  in  reoperations  in  removing  scars, 
I  have  made  careful  studies  that  I  might  determine  the  best. 
The  deductions  of  my  experience,  the  lessons  of  my  results, 
confirm  me  in  the  use  of  the  methods  and  material  I  have  sug- 
gested. 

The  operation  of  hysterectomy  differs  from  ovariotomy  in 
requiring  a  very  much  larger  incision,  for  the  tumor  is  solid. 

Mr.  Keith  says  :  "  I  do  not  think  that  the  length  of  the  inci- 
sion influences  much,  if  it  influences  at  all,  the  result  in  hyster- 
ectomy. The  closing  of  the  large  wound  prolongs  the  opera- 
tion, but  the  after-comfort  of  the  patient  is  in  no  way  affected 
by  the  length  of  the  incision,  if  proper  care  be  taken  at  the 
time  to  close  the  wound  very  accurately  by  a  sufficient  number 
of  deep  sutures.  Of  these  I  put  in  about  four  to  the  inch. 
Where  the  wall  is  thin,  as  it  generally  is,  about  the  umbilicus, 
a  larger  number  may  be  required.  I  have  put  in  a  great 
number  of  sutures,  and  I  think  I  put  in  twice  as  many  as 
anyone  else,  and  take  in  the  whole  deep  tissues  of  the  wall ;  I 
have  seldom  had  to  see  a  patient  on  account  of  any  discom- 
fort arising  from  the  wound.  There  is  no  greater  mistake 
than  to  include  only  the  skin  and  peritoneum  (this  is  Spencer 
"Wells'  method).  It  saves  trouble  at  the  time,  perhaps,  but 
in  a  month  or  two  the  patient  suffers.     It  is  said  that  the 
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cicatrix  comes  to  this  in  the  end  in  all  cases.  It  does  not. 
With  a  properly  united  wound,  with  a  sufficient  number  of 
deep  sutures  taking  in  all  the  tissues,  no  hernia  ought  to 
happen." 

Dr.  John  Homans,  of  Boston,  in  his  little  book  reporting 
his  work,  says :  "  The  usual  length  of  my  incision  is  about 
two  inches,  except  in  fat  people  or  where  some  difficulty  in 
the  operation  requires  more  room.  I  have  always  used  silk 
sutures  and  am  careful  to  include  all  the  abdominal  parietes 
in  the  suture,  particularly  the  transversalis  fascia." 

To  the  following  recommendation  by  the  same  author  we 
most  decidedly  object :  "  During  convalescence,  the  patients 
have  found  the  lifting-machine,  figured  in  Hamilton's 
Surgery  as  '  Dr.  Jenks'  fracture-bed '  very  useful,  portable, 
light,  and  strong."  I  object  to  whatever  involves  the  risk  of 
strain  upon  the  muscles.  Strain  is  one  of  the  chief  causes  of 
hernia.  Machines  strain,  and  where  they  are  used  no  one 
need  be  "  surprised  to  find  that  thirty  women  out  of  over  three 
hundred,  or  nearly  ten  per  cent.,  have  ventral  hernia." 

The  old  principle  of  rest,  position,  and  pressure  is  as  valu- 
able in  special  as  in  general  surgery.  By  rest  I  mean  abso- 
lute lying  on  the  back  for  days,  limited  ouly  by  the  necessities 
of  the  case — the  condition  of  the  patient.  For  the  first  day 
it  may  seem  irksome,  but  the  patient,  under  kind  and  attentive 
nursing,  soon  rallies  from  this  sense  of  irksomeness.  Patients 
turned  early  as  a  rule  do  badly,  and  their  incisions  often  give 
trouble. 

DISCUSSION. 

Dr.  Howard  A.  Kelly,  of  Baltimore. — I  had  not  expected 
to  discuss  this  paper  until  some  of  the  other  members  had  been 
heard  from.  I  rise  to  speak  now  because  this  is  a  subject  which 
ought  not  to  be  passed  by  without  discussion.  The  topic  is  one 
of  importance  to  every  gynecologist,  for  whoever  opens  the  abdo- 
men has  to  close  it  again,  and  the  manner  in  which  the  incision 
is  closed  may  affect  the  patient's  recovery  or  her  health  afterward, 
and  is,  therefore,  of  vital  interest  to  all  of  us. 
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The  gentleman  has  referred  to  the  work  of  Clay  and  Peaslee 
to  support  his  notion  that  the  length  of  the  incision  has  an  im- 
portant influence  upon  the  mortality.  I  would  direct  your  atten- 
tion to  the  fact  that  this  work  was  done  in  pre-antiseptic  days.  In 
Spencer  Wells'  book  you  will  also  find  a  discussion  of  this  sub- 
ject— the  relation  between  the  length  of  the  incision  and  the  per- 
centage mortality.  But  I  think  even  at  that  time  it  might  have 
been  evident  that  the  length  of  the  incision  had  nothing  whatever 
to  do  with  the  matter  excepting  in  an  indirect  way.  Where  there 
is  a  large  tumor  (of  the  classical  sort)  and  there  are  a  great  many 
adhesions,  there  the  incision  is  necessarily  longer.  The  increased 
difficulties  thus  met  and  the  necessary  handling  of  the  viscera  in 
pre-antiseptic  days,  materially  increased  the  chances  of  infection, 
peritonitis,  and  death.  This  and  this  only  is  the  relation  between 
the  length  of  the  incision  and  the  mortality  list ;  even  to-day, 
with  all  our  advancement,  some  such  relation  must  continue  to 
exist ;  such  an  observation  is  the  trite  A,  B,  C,  of  modern  gyne- 
colgy. 

My  own  rule  for  the  incision  is  this :  "  Make  the  incision  long 
enough  to  work  with  the  most  comfort  and  with  the  utmost 
rapidity  consistent  with  the  best  interests  of  the  patient."  Where 
there  is  no  large  tumor  present  an  incision  over  two  inches,  or 
two  and  a  half  inches  in  length,  is  apt  to  embarrass  the  operator 
with  the  patient  in  the  ordinary  position  on  the  table,  because 
the  intestines  will  push  out,  whereas  the  fingers  of  the  operator 
in  a  two-inch  incision  will  serve  as  a  plug,  preventing  the  intestines 
from  popping  out,  and  small  cysts  and  diseased  ovaries  and  tubes 
can  more  readily  be  withdrawn. 

Hernia  comes  from  the  improper  closure  of  the  abdominal  wall, 
or  the  use  of  the  drainage-tube,  which  weakens  the  abdominal 
wall  at  one  of  its  points. 

The  speaker  is  attempting  to  promulgate  a  great  error  when  he 
asserts  that  every  operator  has  his  own  way  of  doing  these  things. 
Nothing  could  be  more  pernicious  than  such  a  "  live  and  let  live  " 
policy.  There  is  but  one  correct  way.  We  may  modify  a  pro- 
cedure in  its  unessential  details,  but  the  principle  must  be  borne 
sharply  in  mind.  The  principle  here  is  the  accurate  apposition 
of  homogeneous  structures  in  the  layers  of  the  abdominal  wall, 
laying  special  stress  upon  the  union  of  the  fascial  layers.  The 
strength  of  the  abominal  wall  depends  on  its  fascial  layer  in  man 
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as  in  quadrupeds.     (Here  Dr.  Kelly  illustrated  his  method  of 
closing  the  incision  on  the  board.)     I  follow  this  plan : 

First,  bring  together  the  peritoneum  throughout  by  a  running 
cobweb  silk  suture,  thus  completely  shutting  off  the  peritoneal 
cavity. 

Second,  bring  together  the  fascia?  with  muscles  by  interrupted 
buried  silk  suture. 

Third,  close  the  skin  by  a  fine  running  subcutaneous  silk  suture, 
in  the  manner  recommended  by  Dr.  Halsted  and  by  Dr.  Marcy. 
Any  bleeding  vessels  below  the  skin  must  first  be  ligated  with 
fine  ligature. 

The  purpose  of  this  triple-row  suturing  is  this :  the  lower  suture 
excludes  the  peritoneal  cavity,  and  does  not  afford  a  highway  for 
infection  from  the  surface  into  the  peritoneum  as  do  the  sutures 
which  penetrate  all  layers  of  the  abdominal  wall ;  the  middle 
row  unites  the  fascia  and  restores  the  strength ;  the  skin  row  is 
superficial  and  seals  the  wound,  and  avoids  forming  a  channel 
from  the  skin  down  into  the  wound. 

Dr.  Gaston. — What  material  do  you  use  in  the  peritoneal 
suture  ? 

Dr.  Kelly. — Fine  silk  throughout.  The  running  suture  is 
started  in  the  skin  below  the  wound,  appears  in  the  tough  surface 
of  the  skin,  and  is  carried  to  and  fro  from  side  to  side  in  this 
way  just  below  the  epidermis  until  it  reaches  the  upper  angle, 
where  it  is  brought  out  on  the  surface  about  a  half-inch  from  the 
wound ;  when  you  pull  on  it,  you  find  you  have  a  perfect  linear 
wound  (illustrating).  You  do  not  have  any  of  the  ugly,  thick 
scars  in  the  abdomen  which  so  frequently  follow  the  ordinary 
methods  of  closure. 

Dr.  Baxter. — What  suture  material  do  you  use  in  closing 
the  skin  ? 

Dr.  Kelly. — Silk  throughout  all  my  abdominal  work  from 
the  pedicle  to  the  skin.  I  am  generally  told  by  my  visitors  that 
they  have  never  seen  such  fine  silk  used  before. 

Dr.  L.  S.  McMurtry,  of  Louisville. — It  is  with  a  great  deal 
of  diffidence,  Mr.  President,  that  I  differ  with  such  a  distinguished 
surgeon  as  Dr.  Kelly.  In  the  method  he  has  just  presented  of 
closing  the  incision,  I  think  he  is  in  error,  and  I  will  endeavor  to 
demonstrate  it.  In  the  first  place,  I  would  ask,  What  is  our  pur- 
pose in  suturing  the  abdominal  wall  ?     The  object  is  to  put  the 
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tissues  back  as  near  as  possible  to  their  same  anatomical  relations, 
to  bring  peritoneum  to  peritoneum,  muscular  structure  to  mus- 
cular structure,  fascia  to  fascia,  and  skin  to  skin,  and  the  least 
quantity  of  interposing  material  between  the  tissues  that  are  to 
be  brought  together  the  better.  I  do  not  see  any  advantage  in 
this  complicated  mode  of  suturing  which  interposes  between  the 
several  layers  new  material  that  does  not  belong  there.  It  is  a 
foreign  substance,  and  one  that  is  most  difficult  to  maintain 
in  a  state  of  asepsis.  It  should  be  dispensed  with,  and  any 
method  which  can  accomplish  that  purpose  and  dispense  with  the 
new  material  is  a  better  method. 

There  are  two  things  Dr.  Kelly  alluded  to,  concerning  which 
I  think  he  is  in  error.  In  the  first  place,  he  spoke  of  the  drain- 
age-tube being  the  cause  of  hernia  after  closing  the  incision. 
This  may  possibly  be  true  if  the  incision  is  closed  in  the  way  he 
describes  on  the  board,  because  if  we  have  the  arrangement  of 
suturing  which  he  has  represented,  and  insert  a  drainage-tube, 
there  is  more  danger  of  separating  the  parts  extensively,  and  of 
establishing  an  infective  focus  in  the  substance  of  the  abdominal 
wall.  In  the  second  place,  there  is  one  surgical  principle  alluded 
to  that  cannot  rationally  be  maintained,  viz.,  that  pus  may  burrow 
from  the  skin  downward  toward  the  peritoneum.  Invariably  it 
goes  the  other  way.  When  pus  burrows  along  the  tract  of 
any  suture  or  drain,  it  goes  from  within  out.  It  seeks  an  outlet 
toward  the  surface.  I  have  closed  the  abdomen  for  several  years 
in  the  manner  described  by  Mr.  Greig  Smith,  and  I  believe  that 
method  of  suturing  is  superior  to  any  other  on  account  of  its 
simplicity,  and  from  the  fact  that  it  can  be  done  in  much  shorter 
time.  It  shortens  the  operation,  which  is  a  great  desideratum  in 
abdominal  operations  and  pelvic  surgery  generally.  In  the  next 
place,  it  can  be  done  with  ease,  and  it  leaves  no  material,  like  the 
three  layers  of  sutures  described,  to  be  absorbed  or  disposed  of  by 
the  tissues.  (Here  Dr.  McMurtry  illustrated  on  the  board  the 
Greig  Smith  method  of  suturing  as  followed  by  himself.)  I  have 
time  and  again  demonstrated  on  the  operating- table  the  superior- 
ity of  this  method  of  suturing.  When  I  hold  my  finger  under- 
neath the  sutures  and  press  the  abdominal  wall  with  the  incision, 
and  let  my  assistant  do  the  same  thing  on  the  other  side,  you  can 
see  layer  after  layer  come  together  with  perfect  apposition.  It  is 
a  method  that  is  absolutely  capable  of  demonstration  to  the  sight. 
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Dr.  George  A.  Baxter,  of  Chattanooga,  Tenn. — Have  they 
the  same  elasticity — the  muscle  and  fascia  ? 

Dr.  McMurtry. — The  elasticity,  in  the  control  of  the  suture, 
does  not  play  any  important  part.  This  mode  of  suturing  is  well 
adapted  to  the  drainage-tube.  The  suture  furnishes  a  firm  sup- 
port to  the  tissues,  and  the  result  is  most  satisfactory.  Silkworm- 
gut  is  an  ideal  suture  material  for  the  abdominal  wall. 

Dr.  Baxter. — I  asked  Dr.  McMurtry  a  question  about  the 
elasticity  of  these  tissues  of  the  abdominal  wall  to  bring  out  one 
point.  He  seems  to  think  that  the  elasticity  makes  no  diffei'ence. 
Any  man  who  has  made  an  incision  through  the  abdominal  wall 
has  noticed  contraction  as  he  passed  through  each  separate  tissue 
in  the  descent  of  his  knife,  and  that  the  fascia  contracts  back 
more  than  the  muscle.  It  is  in  reference  to  this  greater  contrac- 
tion of  the  fascia,  and  in  order  to  secure  it  beyond  the  shadow  of 
a  doubt,  that  even  in  the  procedure  of  Dr.  McMurtry  he  passes 
his  needle  in  a  curved  direction  through  the  tissues.  Without  a 
recognition  of  this  contractility  he  will  fail  to  approximate  the 
fascia,  which  is  the  main  bulwark  in  the  closure  of  the  abdominal 
wall. 

To  return  to  the  subject  immediately  under  discusssion,  I  take 
exception  to  Dr.  Kelly's  mode  of  suturing,  and  maintain  that 
each  tissue  ought  to  be  closed  separately,  for  the  reason  that,  in 
passing  his  ligature  in  the  manner  in  which  he  has  shown,  gather- 
ing the  muscle  and  fascia  together,  owing  to  this  very  difference 
of  contractility  he  will  have  more  contraction  on  one  than  on  the 
other.  The  Pilcher  suture  is  better,  as  it  passes  upward,  taking 
each  tissue  separately,  making  an  absolutely  homologous  closure 
from  bottom  to  top.  The  Marcy  closure  is  better  still,  in  my 
opinion.  There  is  unquestionably  a  difference  in  the  elasticity  of 
the  skin  and  fascia,  of  the  fascia  and  muscle ;  and,  it  seems  to  me, 
with  very  great  care  in  passing  back  into  the  fascia,  and  forward 
into  the  muscle  and  down  again,  we  would  get  the  same  tension 
on  the  muscle  as  the  fascia.  That  only  a  separate  closure  of 
each  tissue  could  correct  this — one  must  be  greater  than  the 
other. 

Dr.  R.  B.  Maury,  of  Memphis,  Tenn. — My  remarks  are 
not  based  on  theoretical  grounds.  I  have  nothing  to  say  against 
the  buried  suture,  but  simply  a  word  in  favor  of  the  silkworm-gut, 
through-and-through  suture.      Much  of  the   brilliant   work  of 
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Tait,  Keith,  and  Bantock,  and  others,  has  been  done  with  the 
simple  through-and-through  suture.  My  statements  are  based 
on  an  experience  which  covers  nearly  three  hundred  sections,  and 
in  them  all  I  have  used  the  through-and-through  suture.  I  have 
had  almost  no  abscesses,  and  the  fewest  possible  number  of 
hernise,  which  I  can  count  on  the  fingers  of  one  hand  ;  therefore, 
I  think  the  through-and-through  suture,  including  all  the  struc- 
tures of  the  abdominal  wall,  is  good  enough. 

Dr.  T.  J.  Crofford,  of  Memphis,  Tenn. — Just  a  few  words 
in  regard  to  closing  the  incision.  It  is  a  question  I  have  thought 
some  little  about.  I  believe  all  operators  will  agree  that  the 
three  structures,  skin,  fascia,  and  peritoneum,  are  to  be  approxi- 
mated. All  hernia?  resulting  from  abdominal  section  are  due 
simply  to  failure  to  get  a  firm  union  between  the  apposing  layers 
of  transversalis  fascia. 

I  agree  with  the  statements  made  by  Dr.  Price  fully,  with  one 
exception,  that  is,  the  use  of  the  straight  needle.  I  believe  the 
curved  needle  is  better.  On  this  account,  three  years  ago  I  de- 
vised a  long  curved  needle,  very  much  .like  a  Peaslee  needle, 
except  considerably  longer,  and  with  a  curve  decidedly  more,  so 
that  it  can  be  pushed  down  through  one  side  and  up  through  the 
other.  (Here  Dr.  Crofford  demonstrated  his  manner  of  using 
the  needle.)  With  the  larger  hold  that  this  curved  needle  takes 
upon  the  transversalis  fascia,  you  are  bound  to  get  firm  union. 
When  the  two  layers  of  fascia  are  drawn  snugly  together  you 
will  be  more  certain  to  get  union  than  if  you  use  a  straight  needle 
going  straight  down,  unless  you  take  pains  to  retract  the  peri- 
toneum and  skin.  With  this  long  curved  needle  I  can  put  in 
stitches  in  one-fourth  of  the  time  I  can  with  an  ordinary  needle. 
I  have  used  it.  in  upward  of  two  hundred  sections,  and  have  never 
had  a  hernia  to  follow  one  of  them.  I  have  had  the  fewest 
number  of  stitch  abscesses.  I  believe  suppuration  is  not  a  ques- 
tion of  the  size  or  character  of  the  needle,  but  whether  the  surgeon 
gets  the  skin  clean  or  not.  If  the  skin  is  clean,  we  will  not  have 
suppuration.  This  needle  can  be  reduced  in  size  and  make  no 
larger  opening  than  the  ordinary  straight  needle.  I  think  hernia 
comes  always  from  improper  closure  of  the  fascial  layer. 

Dr.  Price. — There  is  an  immense  amount  of  worthless  theory 
about  closing  the  incision.  There  has  always  been  a  tendency 
on  the  part  of  some  "  scientific  surgeons  "  to  brush  aside  "  pre- 
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antiseptic  "  work,  and  then  follow  it  with  the  statement,  "  I  have 
had  several  dozen  incisions  suppurating,"  which  is  sufficient  light 
on  the  subject  for  us. 

Again,  I  will  go  back  to  some  of  the  old  fellows,  back  numbers, 
hay-seeds,  moss-backs,  etc. ,  the  "scientific  surgeon"  calls  them, 
whose  work  was  remarkable,  and  among  them  I  would  mention 
McDowell,  Baynham,  and  Dunlap,  in  abdominal  surgery,  also 
the  Atlees,  and  Dudley,  in  stone  operations.  There  lived 
throughout  this  country  surgeons,  long  before  Lister,  whose  re- 
sults were  quite  as  good,  or  better,  than  we  have  to  day,  and 
more  especially  in  regard  to  the  mortality,  which  is  higher  in 
some  of  our  "  scientific  "  hospitals  at  present  than  it  was  before 
Lister.  And  this  sort  of  tinkering  reminds  me  of  a  little  story 
told  of  a  Kentuckian  who  had  a  horse  at  a  fair.  A  gentleman 
went  to  him  and  asked  him  to  compete  for  a  prize  at  the 
Kentucky  fair,  and  wanted  to  see  his  horse.  The  prize  commit- 
tee went  to  the  stall,  and  the  gentleman  asked  the  Kentuckian  to 
bring  the  horse  out  and  trot  him  around,  which  he  did.  He  then 
asked,  "  Is  he  good  in  harness  ?"  "No."  "Can  he  trot?"  "No." 
"  Is  he  a  good  saddle  horse  ?"  "  No  ;  he  is  just  for  show."  And  so 
the  method  of  suturing  outlined  is  simply  for  show,  especially 
the  terracing  method  of  suturing.  It  has  been  clearly  proven 
that  catgut  ligatures  and  sutures  kill  cases  in  series  of  "  four  and 
five  ;"  the  operation  is  a  success,  but  the  patient  dies  in  a  few  hours; 
the  post-mortem  shows  "  atheroma  of  left  coronary  artery."  So 
it  is  an  exceedingly  dangerous  material.  I  caution  you  to  be  very 
careful  as  to  how  you  use  it.  In  the  hands  of  the  beginner,  such 
uncertain  material  should  never  be  found.  In  the  multiple  or 
terrace  method  of  stitching  the  peritoneum,  in  long  or  in  short  in- 
cision, the  beginner  will  have  considerable  difficulty.  It  will  be 
necessary  for  him  to  place  a  sponge  or  gauze  in  the  abdomen 
beneath  his  incision.  This,  as  a  rule,  in  the  rapid  methods  is 
needless,  and  in  the  slow  methods  it  is  harmful.  It  is  of  para- 
mount importance  that  you  minimize  every  possible  risk  to  your 
patient,  that  of  waterlogging,  prolonging  anaesthesia,  and  fum- 
bling over  the  incision,  as  is  commonly  done  in  the  slow  methods 
of  closure.  The  interrupted  silk,  or  silkworm-gut  suture,  does  not 
strangulate  the  solid  and  muscular  structures,  and  the  apposition 
is  exceptionally  complete  and  perfect.  (Here  Dr.  Price  illus- 
trated his  mode  of  suturing  and  uniting  the  different  structures.) 
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What  Dr.  Crofford  said  with  regard  to  the  introduction  of  the 
curved  needle  is  correct. 

The  work  of  Tait  and  Keith  is  exceptionally  good,  and  it  was 
Keith  who  perfected  these  methods.  Keith  does  not  see  hernia 
following  his  operations.  He  has  arrived  at  the  acme  of  per- 
fection in  all  of  his  surgery.  He  has  criticised  the  work  of 
Wells,  with  its  inclusion  of  only  skin  and  peritoneum. 

A  word  in  regard  to  hernise.  They  are  common,  and  they  are 
due  to  a  variety  of  causes,  which  I  do  not  care  to  discuss  at  this 
time. 

The  open  method  of  treatment,  doing  a  section  and  leaving  a 
woman's  pelvis  full  of  gauze,  is  another  variety  of  incomplete 
surgery.  In  1889,  at  a  meeting  of  this  Association,  Dr.  Hadra, 
that  refined  surgeon,  came  all  the  way  from  Texas  to  read  a 
paper  on  the  open  method,  and  in  discussing  some  operation  I 
alluded  to  the  open  method  as  an  operation  done  purely  to  save 
the  patient's  life,  not  to  do  ideal  surgery  of  any  sort,  the  patient 
dying  or  in  collapse,  having  only  a  few  hours  to  live.  After  the 
abdomen  was  opened,  washed  out,  a  gauze  drain  applied,  and  the 
least  possible  surgery  done,  the  patient  put  back  to  bed,  she  got 
well,  and  a  good  many  of  them  get  well.  A  good  number  of  the 
desperately  ill  cases  could  be  saved  by  minimizing  surgery. 

Stitching  abscess  sacs  to  the  abdominal  incision  and  draining 
by  gauze,  strongly  predispose  to  hernia,  and  these  are  hard  cases 
to  cure.  For  instance,  I  have  one  case  a  week  in  which  I  have 
to  repeat  section — at  least  fifty  a  year  of  repeated  operations.  It 
is  very  hard,  trying,  and  most  unsatisfactory  work.  There  is 
too  much  of  it  over  the  country  to  be  repeated  or  done  over. 


IS  OPERATION  DEMANDED  IN  ALL   CASES  OF 

APPENDICITIS?    THE  BEST  TIME 

TO   OPERATE. 


By  A.  Morgan   Cartledge,  M.D., 
Louisville,  Ky. 


Disease  of  the  vermiform  appendix  is  probably  attracting 
more  attention  at  the  present  time  than  any  pathological  con- 
dition within  the  abdomen.  So-called  typhlitis  and  peri- 
typhlitis have  ever  been  considered  common  maladies,  but  the 
revelations  of  the  appendix  as  a  disease-producing  factor  in 
these  troubles  is  a  question  of  very  recent  years.  If  the 
number  of  the  human  family  that  have  been  quietly  borne  to 
mother  earth  with  the  physician's  verdict  of  death  from  peri- 
tonitis, inflammation  of  the  bowels,  etc.,  could  be  traced,  the 
aggregate  would  be  appalling,  and  yet  modern  operative 
surgery  and  modern  post-mortem  investigations  demonstrate 
beyond  doubt  that  95  per  cent,  of  the  males,  and  not  a  few 
females  in  this  list,  perished  of  conditions  having  their  origin 
in  the  vermiform  appendix.  The  idea  that  the  caecum  and  its 
supporting  serous  and  connective  tissue  was  the  most  frequent 
seat  of  trouble  had  become  so  fixed  in  the  mind  of  the  profes- 
sion that  every  advance  from  this  foggy  pathology  met  with 
strong  resistance.  When  Sands,  Treves,  and  others  called 
attention  to  the  frequency  of  the  appendix  as  a  starting-point 
in  these  inflammations,  their  statements  attracted  little  atten- 
tion, and  in  many  instances  were  denied.  Again,  when 
surgery  demonstrated  that  disease  of  this  structure  was  essen- 
tially intra-peritoueal,  hence  the  organ  in  most  cases  was  an 
intra-peritoneal  one,  we   were   charged    with   stretching  the 
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normal  human  anatomy  in  order  to  bring  within  the  abdomen 
a  structure  that  did  not  belong  there. 

Most  modern  surgeons  have  an  abiding  faith  in  the  surgical 
maxim  that  whenever  pus  is  believed  to  be  present  in  the 
tissues  or  organs  of  the  body  an  effort  to  remove  it  should  be 
made.  Hence  the  new  pathology  of  a  very  old  and  frequently 
fatal  malady  inspired  surgeons  to  attempt  some  radical  means 
of  relief.  In  the  enthusiasm  which  followed,  probably  some 
lives  were  sacrificed  that  would  have  otherwise  been  prolonged, 
yet  this  feature  is  one  that  has  occurred  in  the  evolution  of 
every  great  life-saving  operation  in  surgery. 

Perfection  in  technique  can  only  come  from  individual 
experience  and  a  knowledge  of  the  work  of  others.  The 
same  principle  applies  to  numerous  other  requisites  of  success, 
such  as  diagnosis,  advisability  of  operation,  time  of  operation, 
etc.  The  diagnosis  of  appendicitis  has  been  about  as  nearly 
perfected  as  that  of  most  other  surgical  lesions ;  the  question 
to  be  settled  at  the  present  time  is  the  prognosis  and  treat- 
ment. If  appendicitis  had  a  more  uniform  clinical  course 
discussions  would  be  less  heard  of,  and  yet  most  surgical  con- 
ditions have  just  as  many  clinical  and  pathological  variations 
as  this  disease.  It  matters  little  to  the  surgeon  whether  a 
tuberculous  osteitis  in  the  head  of  the  tibia  is  going  to  remain 
localized  for  some  time,  or  whether  it  has  perforated  the 
periosteum,  medullary  canal,  or  the  joint.  All  he  recognizes  is 
his  diagnosis;  his  treatment  is  based  upon  such  plain  surgical 
principles  as  do  not  permit  of  discussion.  Yet,  fifteen  years 
ago  such  cases  were  treated  by  various  expectant  methods 
until  operations  were  demanded,  often  too  late  to  be  of  use. 
Why  did  surgeons  and  physicians  formerly  apply  iodine  blis- 
ters and  liniments  to  inflammatory  foci  in  bone?  Simply 
because  the  necessary  rest  of  such  treatment  often  caused  an 
abatement  of  symptoms  and  gave  a  false  impression  of  cure. 
The  patient  walked  again  without  pain,  but  inevitably,  if  he 
lived  long  enough,  had  an  aggravated  recurrence  of  his 
trouble. 

We  are  told  at  the  present  time  from  every  quarter  of  the 
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earth  that  appendicitis  rarely  kills,  and  that  nearly  all  eases 
spontaneously  recover.  The  pathology  of  a  disease  is  the 
only  true  keynote  to  its  rational  treatment.  Probably  the 
best  classification  of  appendicitis  is  : 

Catarrhal,        simple. 

f  from  tuberculosis. 
Ulcerative,   \  ,        ,      .      ... 

<-  from  foreign  bodies. 

_    .      ..       S  from  ulcerative  perforation, 
"erioratinsr  > 

'  <  from  strangulation,  the  result  of  volvulus  of  the  appendix. 

This  classification  deals  strictly  with  the  changes  occurring 
in  the  appendix,  and  should  be  considered  separate  from  the 
peritoneal  and  other  conditions  which  may  ensue  and  cause 
well-marked  variations  in  the  clinical  course  of  the  disease. 
From  a  low-grade  ulceration,  say  the  result  of  an  enterolith, 
the  irritation  long  continued  will  probably  lead  to  extensive 
circumscribed  peritonitis  with  a  firm  tumor  composed  exclu- 
sively of  recent  fibrous  tissue.  If  the  walls  of  the  appendix 
give  way  imbedded  in  such  a  mass  the  pus  which  forms  is 
rather  securely  encapsulated,  and  may  be  days,  weeks,  even 
years,  finding  an  outlet.  In  fact  if,  as  is  often  the  case,  the 
bacillus  coli  communis  predominates  in  the  pus,  it  may  re- 
maiu  so  encapsulated  until  it  receives  a  new  impetus  of  irrita- 
tion. 

Case  8  of  my  operated  cases  illustrates  this  most  beautifully : 
W.  D.,  a  boy,  aged  eleven  years,  was  seized  with  pain  in  the 
appendicular  region  at  six  o'clock  p.m.  On  being  questioned 
by  his  parents  he  admitted  that  a  boy  had  struck  him  there 
with  a  ball  made  of  melted  suow  during  the  afternoon.  This 
was  Wednesday.  The  family  physician  was  summoned 
Thursday  morning ;  found  the  patient  with  legs  flexed,  with 
swollen  abdomen,  which  was  very  tender,  especially  in  the 
right  side  rather  high  up  ;  there  was  great  pain,  a  rapid  pulse, 
and  temperature  103°  F.  Hot  fomentations  were  applied  and 
opium  given.  Evening  of  the  same  day  the  boy  no  better  ; 
cathartic  given.  Friday  morning  :  Pulse,  130  ;  temperature, 
103°  F. ;  abdominal  swelling  increased  and  general ;  no  move- 
ment of  the  bowels  ;  salines  were  given,  followed  by  low  and 
high  enemas,  but  no  response.     I  saw  the  patient,  in  consulta- 
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tion,  on  Friday  evening  at  six  o'clock.  Found  him  with 
pinched  expression,  almost  moribund,  pulse  140  to  150,  enor- 
mous general  abdominal  distention,  jerking  respiration,  and 
frequent  projectile  vomiting  of  green  serum.  Diagnosis  : 
Probable  intestinal  obstruction  from  intussusception  or  vol- 
vulus. 

I  never  refuse  (as  my  statistics  of  death  show)  to  operate, 
provided  there  is  any  pulse,  if  I  believe  intestinal  obstruction 
exists  ;  hence,  with  an  explanation  of  the  situation,  did  so  in 
this  case.  On  opening  the  tense  belly,  median  cut,  there  was 
a  gush  of  fetid  pus  and  distended  coils  of  intestine.  A  few 
gallons  of  hot  water  were  used  for  irrigation  and  an  attempt 
made  to  locate  the  trouble.  Dense  adhesions  were  encountered 
in  the  right  side,  extending  from  the  iliac  fossa  behind  and 
beside  the  ascending  colon  as  high  as  the  liver.  These  ad- 
hesions were  clearly  old  ones.  Breaking  through  with  my 
finger,  fetid  pus  iu  increased  volume  came  from  that  side.  I 
had  only  been  at  work  some  five  minutes  when  the  anaesthe- 
tist warned  me  that  I  must  quit  or  have  a  death  upon  the 
table.  I  hastily  flushed  the  cavity,  made  additional  drainage 
points  in  which  gauze  was  inserted,  surrounded  the  tube  with 
gauze  from  the  median  cut,  and  closed  the  abdomen.  The 
little  patient  died  at  four  o'clock  the  following  morning  from 
a  continuation  of  the  sepsis  and  intestinal  paresis.  Autopsy 
revealed  numerous  old  adhesions  and  an  abscess  cavity  around 
the  appendix  which  had  nearly  sloughed  away ;  the  mesenteric 
glands  were  enlarged,  and  the  evidences  were  clear  of  a  general 
suppurative  aud  adhesive  peritonitis.  After  the  operation  and 
before  the  autopsy  I  suspected  the  trouble,  for  I  felt  the  enlarged 
glands  and  noted  the  ancient  character  of  the  adhesions.  The 
family  was  questioned  as  to  the  boy's  history  :  He  never  was 
sick  but  once  before,  and  that  was  eight  months  before,  when 
he  had  what  the  attending  physician  (uot  his  present  one)  called 
typhoid  fever.  During  this  sickness,  which  lasted  two  weeks 
and  came  on  suddenly,  he  complained  of  great  pain  in  the 
right  side.  How  many  cases  of  this  disease  have  been  treated 
for  typhoid  fever  the  Judgment  only  will  reveal. 
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Explanations  to  the  family  were  very  much  in  order  in  this 
case,  as  they  naturally  believed  the  boy  was  killed  by  the  ice- 
ball  thrown  by  his  companion.  This  boy  died  of  peritonitis, 
the  result  of  a  ruptured  abscess  around  an  old  perforative 
appendicitis.  The  rupture  was,  no  doubt,  precipitated  by  the 
blow  of  the  ice-ball.  Change  the  age  and  principle  of  crime 
involved,  and  we  would  have  an  interesting  legal  point  to 
decide. 

Two  other  cases  under  my  observation,  developing  within 
a  few  hours  after  an  injury  and  giving  the  history  of  being 
below  the  health  standard  prior  to  the  accident,  leave  little 
doubt  in  my  mind  as  to  the  true  part  that  injury  plays  as  an 
exciting  cause  in  this  affection. 

To  return  to  our  classification  :  We  know  more  about  the 
pathology  of  ulcerative  or  suppurative  appendicitis  than  we 
do  of  the  catarrhal.  Why  ?  Because  the  cases  uot  operated 
and  that  recover  are  mostly  called  catarrhal.  These  are  the 
cases  which  progress  with  little  pain,  very  little  fever,  101°  F. 
as  a  maximum,  aud  have  a  tumor  which  subsides.  These 
cases  are  the  pride  of  the  poultice  and  opium  practitioner.  I 
do  not  believe  it  is  possible  for  a  catarrhal  inflammation, 
which  must  of  necessity  be  confined  to  the  mucous  coat  of  the 
appendix,  to  produce  such  peritoneal  proliferations.  If  there 
is  anything  in  reason,  anything  in  the  similarity  of  action  of 
like  tissues  under  the  same  conditions,  then  this  is  impossible  ; 
for  nowhere  in  the  body  will  a  catarrhal  inflammation  of 
mucous  membrane  cause  dense  deposits  in  the  adjacent  peri- 
toneum. Then,  by  catarrhal  appendicitis  we  mean  that  pos- 
sible variety  found  in  autopsies  after  death  from  other  causes, 
and  also  found  by  some  surgeons  after  operating  upon  indi- 
viduals with  a  pain  in  the  right  iliac  fossa. 

Our  knowledge  of  catarrhal  inflammation  of  the  appendix 
is  derived,  then,  from  two  sources  :  First,  the  cases  not  oper- 
ated upon  and  called  so,  though  never  seen ;  second,  from 
cases  operated  upon  by  surgeons  who  find  the  appendix  not 
diseased,  or  who  finding  it  tense  and  distended  without  peri- 
toneal adhesions  call  it  catarrhal  appendicitis.     If  many  of  the 
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latter  cases  were  examined  ulcerative  changes  would  be  found 
taking  place,  with  probably  stenosis  in  some  part  of  the  lumen, 
the  distal  part  rapidly  filling  with  the  unemptied  secretion  of 
the  appendix.  Such  an  appendix,  if  there  was  great  pain, 
would  probably  have  ruptured  before  adhesions  formed.  The 
result  of  the  rupture  being  one  of  two  things,  depending  upon 
the  composition  of  the  effused  liquid  :  If  free  from  pus-forming 
organisms,  circumscribed  peritonitis,  and,  later,  abscess ;  if 
containing  pus  organisms  from  intra-appeudicial  suppuration, 
a  diifuse  fatal  peritonitis  would  follow. 

Ulcerative  appendicitis  must  be  either  tuberculous  or  trau- 
matic, the  trauma  consisting  in  foreign  bodies  and  enteroliths, 
usually  the  latter.  The  tuberculous  (probably  more  common 
than  formerly  supposed)  would  only  give  rise  to  acute  symp- 
toms" as  the  result  of  cicatrization  and  stenosis  with  distal 
distention,  or  as  a  result  of  secondary  infection  with  pus 
organisms,  either  of  these  results  favoring  perforation.  This 
is  essentially  the  chronic  variety,  but  will  eventually  lead  to 
perforation  in  the  ways  indicated. 

Volvulus  or  rotation  furnishes  most  of  the  furor  cases  of 
appendicitis,  those  that  come  without  premonition.  This 
condition  properly  should  not  be  classed  as  appendicitis,  the 
appendix  giving  way  as  a  result  of  rapid  necrosis  from 
arrested  blood-supply,  and  the  general  peritonitis  which 
ensues  being  almost  the  first  symptom  observed.  I  have 
seen  one  such  case  saved  by  timely  operation.  There  was  so 
little  time  between  the  rupture  and  operation  (four  hours) 
that  an  absence  of  peritoneal  inflammation  permitted  a  perfect 
examination  as  to  the  true  nature  of  the  ti"ouble.  One  such 
case  throws  more  light  upon  the  pathology  of  the  disease 
than  many  hundreds  operated  upon  at  the  usual  time  when 
the  origin  of  the  appendicial  lesion  is  much  obscured  by 
peritoneal  changes. 

Prognosis.  While  we  accept  as  true  all  the  favorable 
statistics  offered  for  appendicitis,  they  are  favorable  from  one 
point  of  observation  only — that  is,  as  to  the  first  attack,  and 
then  favorable  onlv  so  far  as  the  individual's  life  is  concerned. 
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When  physicians  come  to  view  inflammation  of  the  vermi- 
form appendix  in  the  proper  light,  the  prognosis  assumes  a 
very  diiferent  shade.  We  are  accustomed  to  think  of  the 
appendix  becoming  diseased  in  the  ways  mentioned,  then  a 
perfect  resolution  taking  place,  and  the  individual,  except  for 
a  slight  predisposition,  being  as  healthy  as  before.  This  is 
certainly  far  from  the  truth.  We  should  consider  any 
appendix  once  so  affected  as  to  deserve  the  name  of  appendi- 
citis, whether  from  tubercle  or  trauma,  a  lastingly  diseased 
structure ;  and  fancied  cures  are  but  quiescent  states,  the 
result  of  very  easily  recognized  conditions.  Nature  does 
wonders  to  bar  the  progress  of  this  common  malady,  to 
render  its  results  bearable  by  adjacent  structures,  and  at  last 
to  get  rid  of  its  evil  consequences ;  yet  the  plain  fact  remains, 
that  if  there  is  no  excuse  for  allowing  removable  tuberculous 
foci  to  remain  elsewhere  in  the  body  ;  if  it  is  not  considered 
good  surgery  to  remove  pus  and  pus-forming  structures  else- 
where, why  is  it  good  surgery  to  treat  this  disease  by 
expectant  methods? 

If  we  could  trace  our  so-called  first-attack  cases  of  appendi- 
citis through  subsequent  ones,  we  would  say  the  prognosis 
not  only  as  to  health  and  comfort,  but  as  to  life,  is  bad,  very 
bad.  A  man  has  the  trouble  three,  four,  or  five  times,  appar- 
ently recovers,  aud  all  counted  cures  probably  by  different 
physicians.  Finally  he  dies  in  an  attack ;  the  death  is 
counted  but  once,  and  sometimes  not  then,  for  if,  as  is  often 
the  case,  death  results  from  the  rupture  of  an  unrecognized 
appendicial  abscess,  or  from  diffused  peritonitis  after  perfora- 
tion, the  chances  are  the  cause  is  never  suspected,  and  death 
is  recorded  from  peritonitis. 

There  are  thousands  of  physicians  who  know  how  many 
patients  they  have  had  recover  from  appendicitis  without 
operation  ;  but  of  this  number  few  know  the  cause  of  the 
peritonitis  that  has  carried  away  thousands  of  their  pa- 
tients. 

Every  man's  experience,  whether  his  best  guide  or  not,  will 
remain  his  most  impressive  one.     If  I  should  review  con- 
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densedly  the  evolution  of  my  views  as  to  operative  interference 
in  appendicitis,  it  would  be  about  this  : 

First.   I  thought  operation  rarely  indicated. 

Second.  It  would  be  well  to  distinguish  between  suppura- 
tive and  catarrhal  cases,  operating  in  the  latter  and  not  in  the 
former. 

Third,  and  last.  My  present  belief  is  that  every  case  not 
barred  by  surgical  limitations  should  be  operated  upon. 

The  time  for  operation.  Again  my  experience  has  no  doubt 
been  that  of  many  others,  namely,  one  of  changing  ideas.  Less 
than  a  year  ago  I  would  have  replied  to  this  question  by 
saying,  In  so-called  recurring  appendicitis,  operate  between  the 
attacks.  Where  perforation  occurs  with  abundant  adhesions, 
wait  until  anterior  peritoneal  adhesions  form,  so  as  to  be  sure 
of  working  in  a  cut-off  space.  This  time  is  genei*ally  in  this 
type  of  the  disease  from  the  third  to  the  teuth  day,  depending 
upon  the  intensity  of  the  inflammation.  This  last  rule  was  a 
pet  one  of  mine.  In  the  rapidly  perforating  case,  or  where 
peritoneal  abscess  ruptures  in  the  free  cavity,  operate  at  once. 

My  present  rule  is,  provided  symptoms  are  not  too  urgent, 
to  operate  as  soon  as  the  bowels  can  be  thoroughly  moved. 
This  opinion  is  based  upon  the  accidents  observed  while 
w7aiting,  and  the  knowledge  that  our  technique  is  now  com- 
petent to  deal  successfully  with  all  clinical  types  of  the  dis- 
ease, except  the  majority  of  those  complicated  by  diffuse  septic 
peritonitis,  and  these  are  the  ones  that  most  often  ensue  from 
delay. 

DISCUSSION. 

Dr.  Joseph  Price,  of  Philadelphia. — I  shall  be  very  brief. 
This  is  the  best  paper  I  have  ever  heard  on  appendicitis,  for  two 
reasons :  First,  because  I  believe  everything  he  has  said  ;  and 
secondly,  because  the  paper  is  short.  I  have  never  known  the 
surgery  and  pathology  of  appendicitis  put  in  a  nutshell  before. 
The  author's  pathology  is  the  briefest,  and  his  classification  the 
best.  He  has  but  one  treatment  for  appendicitis,  and  that  is, 
removal  of  the  appendix.    I  question  very  much  whether  I  could 
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differ  with  him  in  any  point  of  view.  I  shall  discuss  my  own 
experience  with  the  disease  very  briefly.  My  experience  is  that 
it  is  a  muderous  disease,  and  alarmingly  common,  and  we  should 
class  it  with  extra-uterine  pregnancy.  It  is  next  in  the  order  of 
vicious  disease  to  pus  in  the  pelvis.  All  three  have  but  one 
treatment,  and  that  prompt  and  surgical  when  the  disease  is  first 
discovered. 

In  reference  to  what  the.  Doctor  had  to  say  about  acute  appen- 
dicitis without  pus,  I  would  recommend  in  such  cases  removal  of 
the  appendix  and  freeing  of  the  inflammatory  adhesions.  Xo 
harm  can  be  done  from  liberating  these  adhesions.  Dr.  McGuire 
removed  one  a  few  years  ago,  and  found  the  appendix  floating 
around  in  pus  like  driftwood.  The  least  surgery  is  the  best 
treatment ;  irrigation  and  drainage.  What  the  Doctor  said 
about  emptying  the  bowels  is  of  paramount  importance.  With- 
out doing  it  your  results  will  be  bad.  First  evacuate  the  bowels 
and  your  results  will  be  perfect  if  the  operation  is  a  rapid  one 
and  followed  by  a  careful  toilet.  It  is  a  difficult  matter  to  dis- 
tend the  empty  bowel.  We  rarely  have  paresis  following  free 
purgation.  I  have  had  a  hundred  consecutive  sections  with  no 
perceptible  tympany  or  distention;  all  of  them  had  been  purged 
freely.  It  is  curious  how  medical  men  differ  from  us.  I  heard 
Professor  Hare  say  that  under  no  circumstances  would  he  give 
salines  in  appendicitis;  that  surgery  should  precede  the  saline 
treatment.  We  have  no  hesitation  in  using  salines  early  in 
appendicitis;  salines  followed  by  surgery  will  save  about  every 
case.  If  the  patients  refuse  surgery  give  salines  and  continue 
them.     Don't  give  opium  under  any  circumstances,  first  or  last. 

Dr.  J.  W.  Long,  of  Richmond,  Ya. — I  would  like  to  say  a 
few  words  on  this  paper.  In  the  first  place,  I  want  to  congratu- 
late the  author,  for  his  paper  is  certainly  very  instructive,  and  I 
have  listened  to  it  with  a  great  deal  of  pleasure  and  profit.  The 
purpose  of  my  speaking  on  this  subject,  however,  is  to  place 
myself  on  record  as  being  opposed  to  operation  in  every  case  01 
appendicitis.  I  am  to  some  extent  familiar  with  the  sentiments 
of  the  Fellows  of  this  Association,  as  the  subject  was  discussed  at 
a  previous  meeting,  when  the  sentiment  was  cheered  to  the  echo 
that  we  should  operate  whenever  we  "suspect  appendicitis."  I 
refer  to  the  Atlanta  meeting  of  the  Association  (Vol.  Ill,  1890, 
P.  99). 
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I  desire  to  call  attention  to  the  fact  that  autopsies  have  shown 
that  one-third  of  the  human  race  have  at  some  time  in  their 
lives  had  appendicitis.  That  being  true,  and  in  connection  with 
the  very  small  percentage  of  deaths  which  come  from  appendi- 
citis, it  must  naturally  follow  that  the  disease  does  not  always 
kill,  even  if  it  is  not  operated  on. 

I  have  been  in  the  habit  of  dividing  the  subject  into  three 
classes:  (1)  the  catarrhal;  (2)  perforation  with  adhesions,  and 
(3)  perforation  without  adhesions.  I  am  conscious  of  the  fact 
that  pathologically  this  is  a  faulty  division,  but  clinically  it 
works  pretty  well.  I  call  attention  to  this  division  to  say  this : 
in  the  catarrhal  form  of  appendicitis  there  certainly  can  be  no 
reason  for  operating.  In  the  perforative  form,  even  where  the 
advancing  ulceration  provokes  an  adhesive  inflammation  in  the 
folds  of  the  peritoneum,  we  should  certainly  operate.  In  the 
perforative  form  without  adhesions  we  ought  to  operate  as  soon 
as  we  make  a  diagnosis.  We  ought  to  regard  this  class  of  cases 
as  we  do  rupture  from  ectopic  pregnancy,  and  ought  to  operate 
at  once.  We  ought  not  to  wait  until  morning  if  called  upon  in 
the  night,  but  should  operate  immediately.  In  my  State  I  am 
sometimes  called  "  a  cutter,"  ever  anxious  to  operate.  I  make 
this  statement  to  show  that  I  have  no  hesitation  about  operating 
whenever  I  deem  an  operation  indicated.  I  have  seen  a  good 
many  cases  of  appendicitis  which  were  diagnosed  either  by  the 
attending  physician  or  by  myself  when  called  in  consultation, 
which  were  treated  medicinally,  and  are  alive  to-day,  and  I  can 
put  my  hand  upon  them.  If  Dr.  Price  calls  for  the  living  pa- 
tients as  evidence  of  their  having  gotten  well,  I  can  put  my 
hand  on  at  least  a  score  of  them  in  North  Carolina.  McBurney, 
the  great  champion  of  operation  in  this  disease,  saw  thirteen  cases 
in  one  year  in  which  an  operation  was  not  indicated.  I  had  for 
a  number  of  years  one  man  under  my  care  who  has  had  at  least 
twenty  attacks  of  appendicitis,  but  for  five  or  six  years  now  the 
man  has  had  no  attack.  His  mother  gave  a  similar  history.  He 
said  to  me,  "  Doctor,  whenever  you  think  I  need  an  operation, 
operate."  I  never  saw  him  in  a  condition  when  I  thought  he 
needed  an  operation.  I  have  operated  six  times  for  appendicitis, 
and  have  never  operated  on  a  case  where  I  regretted  it.  I  have 
always  found  perforation.  I  have  never  operated  on  a  case  that 
did  not  get  well.    Some  one  may  raise  the  question  that  the  cases 
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treated  medicinally  were  not  cases  of  appendicitis.  Maybe  they 
were  not ;  but  they  had  the  same  group  of  symptoms  as  those 
treated  surgically.  Therefore,  while  I  do  not  claim  to  be  an  ex- 
pert, I  do  think  I  can  sometimes  tell  an  appendicitis.  Let  us 
bear  in  mind  another  point :  gentlemen  of  large  experience  tell 
us  that  99  cases  out  of  every  100  of  inflammation  around  the 
head  of  the  colon  are  appendicitis.  That  being  true,  it  naturally 
follows  that  a  case  of  inflammation  in  that  region  should  rarely 
be  diagnosed  anything  else  than  appendicitis. 

Dr.  J.  D.  S.  Davis,  of  Birmingham,  Ala. — I  desire  to  indorse 
the  interesting  paper  read  by  Dr.  Cartledge.  In  those  cases  of 
appendicitis  where  there  is  a  formation  of  pus  the  abscess  should 
be  opened ;  we  should  do  a  life-saving  operation.  We  should 
not  subject  the  patient  to  too  much  shock  in  trying  to  remove  the 
appendix,  but  after  the  patient  recovers  from  the  appendicial 
abscess  we  can  then  remove  the  appendix.  I  have  never  oper- 
ated on  one  of  these  cases  without  advising  a  secondary  operation 
for  the  removal  of  the  appendix,  telling  my  patient  that  the  dis- 
ease would  frequently  recur  if  the  appendix  were  not  removed. 
I  could  cite  cases  of  death  following  appendicitis  in  which  the 
disease  recurred  after  the  evacuation  of  such  an  abscess.  I 
recall  one  case  where  I  operated  on  a  child,  and  after  recovering 
from  the  abscess  the  child  had  another  attack  of  appendicitis,  and 
the  parents  would  not  send  for  me  at  first,  fearing  that  I  would 
operate  again.  When  I  was  called  by  the  attending  physician 
the  disease  had  already  existed  for  five  days,  and  an  operation 
revealed  general  suppurative  peritonitis  due  to  a  perforation  of 
the  appendix.  Of  course  the  child  died.  I  desire  to  call  the 
attention  of  Dr.  Long  to  the  fact  that  all  cases  of  appendicitis 
are  not  known  even  to  the  physician  or  to  the  patient,  although 
post-mortems  determine  the  fact  that  one-third  of  the  human 
race  have  had  at  some  period  in  their  history  appendicitis,  yet 
the  symptoms  were  not  strong  enough  and  sufficiently  prominent 
to  make  out  a  case  of  appendicitis.  Our  rule  should  be,  where 
we  diagnose  a  case  to  advise  removal  of  the  appendix,  for  sooner 
or  later  we  may  have  perforation  and  suppurative  peritonitis. 

Dr.  William  T.  Briggs,  of  Nashville,  Tenn. — On  one  occa- 
sion, when  discussing  the  proper  time  for  removing  ovarian 
tumors,  I  was  quoted  by  a  German  reporter  as  saying,  "  he  oper- 
ates when  they  let  him."     So  in  these  cases  of  appendicitis,  I 
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operate  when  I  make  a  diagnosis.  Occasionally  a  case  will  escape 
an  operation,  but  only  for  a  short  time.  The  time  will  come  in 
the  near  future  when  this  operation  will  be  needed  for  a  recurrent 
attack,  and  I  have  seen  very  few  cases  in  which  recurrence  did 
not  take  place  sooner  or  later.  I  have  been  operating  on  every 
case  that  came  into  my  hands  with  a  diagnosis  of  the  disease. 
I  have  no  occasion  to  regret  operating  in  these  cases.  Sometimes 
I  have  operated  when  there  were,  and  sometimes  when  there  were 
not,  perforative  symptoms  ;  sometimes  wheD  there  was,  and  some- 
times when  there  was  not,  suppuration,  and  sometimes  when  there 
was,  and  still  in  other  cases  when  there  was  not,  sloughing.  I 
shall  continue  to  operate  for  appendicitis  when  I  make  out  a 
clear  case. 

Dr.  Cornelius  Kollock,  of  Cheraw,  S.  C. — I  have  been  very 
much  instructed  by  the  remarks  of  the  preceding  speakers,  and 
I  desire  to  say  that  it  has  fallen  to  my  lot  to  see  quite  a  number 
of  cases  of  appendicitis.  My  rule  is  never  to  operate  without 
first  resorting  to  saline  treatment,  and  some  of  them  get  well 
afterward.  If  there  should  be  a  recurrent  attack  of  the  dis- 
ease, I  invariably  operate,  and  I  have  never  lost  a  case  if  I  was 
called  in  time. 

Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala. — In  the  main,  I 
agree  with  the  author.  It  is  a  very  difficult  matter  to  say  in  what 
cases  we  may  safely  wait  or  not  operate.  It  is  my  judgment, 
however,  that  every  case  demands  an  operation  where  the  symp- 
toms are  severe ;  for  unless  the  operation  is  done  at  once,  if  the 
extravasation  has  been  sufficient  to  produce  a  general  suppura- 
tive peritonitis,  an  operation  will  do  no  good.  In  other  words, 
an  operation  after  twenty-four  hours  cannot  cure  a  case  of  ap- 
pendicitis which  would  go  on  and  produce  general  suppurative 
peritonitis.  In  another  class  of  cases  in  which  the  pus  becomes 
circumscribed  an  operation  can  be  done  with  safety  at  any  time 
during  the  first  week  of  the  attack,  and  the  physician  is  perhaps 
justified  in  waiting  and  watching  the  case  where  there  is  evidence 
of  the  inflammation  being  localized.  Still  it  is  my  judgment 
that  it  is  safer  to  operate  at  once  and  to  wall  off  the  general 
cavity  by  the  use  of  iodoform-gauze  packing.  The  operation 
would  be  simpler  by  deferring  it  until  the  abscess  became  attached 
to  the  abdominal  wall ;  but  there  is  some  risk  of  a  rupture  and 
peritonitis  from  that  cause.     In  this  connection  I  will  say  that  it 
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is  very  unsafe  to  break  up  the  adhesions  and  to  search  for  the 
appendix  after  an  abscess  of  this  sort  has  been  evacuated,  inas- 
much as  you  not  only  increase  the  shock  but  you  run  the  risk  of 
infecting  the  general  cavity,  causing  a  general  suppurative  peri- 
tonitis or  another  abscess.  I  have  had  two  cases  of  extensive 
abdominal  abscess  produced  in  this  way.  Both,  however,  re- 
covered. Should  a  patient  recover  from  one  attack  of  appendi- 
citis he  should  be  advised  to  be  operated  on  should  he  ever  have 
another  attack,  and  the  operation  should  be  done  the  first  day  of 
the  attack,  inasmuch  as  it  is  not  possible  to  say  in  any  case  of 
appendicitis  whether  the  extravasation  has  been  sufficient  to  pro- 
duce a  general  suppurative  peritonitis  ;  and  the  only  way  to  save 
a  patient  where  such  an  accident  has  occurred  is  an  operation  on 
the  first  day  of  the  attack  before  the  inflammation  has  become 
general.  If  a  patient  has  appendicitis  a  second  time,  that  is 
pretty  conclusive  proof  that  there  is  a  serious  trouble  in  the 
appendix,  and  that  the  patient  will  never  be  well  until  an  abscess 
has  formed  or  until  the  appendix  is  removed.  Frequently  after 
an  attack  of  appendicitis  with  the  formation  of  an  abscess,  the 
appendix  is  drained  or  destroyed  by  the  process  of  suppuration 
and  there  is  never  any  return  of  the  disease.  I  believe  that  it  is 
exceptional  that  we  have  a  recurring  attack  of  appendicitis  after 
the  evacuation  and  cure  of  an  appendicial  abscess.  However,  I 
have  seen  such  cases,  one  of  which  has  oeen  referred  to  by  my 
brother.  For  this  reason  I  always  tell  my  patient  that  the  ap- 
pendix is  usually  cured  after  the  abscess  is  drained,  but  that  it  is 
not  always  relieved,  and  that  if  he  should  ever  have  another 
attack  an  operation  should  be  done  during  the  first  few  hours  of  the 
attack,  so  that  there  may  be  no  possibility  for  the  development  of 
general  suppurative  peritonitis.  A  patient  who  has  had  several 
attacks  of  appendicitis  should  not  wait  for  another  attack  for  an 
operation,  but  should  have  the  appendix  removed  and  thus  avoid 
the  danger  which  certainly  awaits  him.  Nothing  could  be  plainer 
than  that  frequent  repeated  attacks  of  appendicitis  call  for  an 
operation  in  the  interval.  I  do  not  believe  that  every  case  of 
appendicitis  demands  an  operation.  A  great  many  recover,  and 
the  patient  never  suffers  from  another  attack.  Post-mortems 
have  given  evidence  of  such  a  large  proportion  of  the  human 
race  having  had  appendicitis  who  have  died  from  other  causes 
that  we  must  know  that  there  are  many  cases  not  discovered  by 
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the  physician  or  patient.  Therefore,  I  do  not  believe  that  a  very 
mild  attack  of  appendicitis  should  be  operated  upon  unless  it  be 
a  recurring  attack.  I  would  not  like  to  go  on  record  as  believing 
that  every  case  of  appendicitis  calls  for  surgical  interference,  but 
certainly  every  case  is  one  for  the  surgeon,  and  he  should  be 
called  early  so  as  to  study  it  with  the  physician,  so  that  the  patient 
may  have  an  operation  if  deemed  necessary. 

Dr.  Hunter  McGuire,  of  Richmond,  Va. — I  have  listened 
to  the  paper  just  read  with  much  interest.  Not  more  than  a 
year  ago,  in  discussing  the  subject  of  acute  appendicitis,  I  said 
that  there  was  no  subject  in  surgery  about  which  I  was  more  uncer- 
tain than  when  to  wait  or  when  to  operate  in  these  cases.  I  have 
changed  my  mind  about  this,  and  now  I  believe  that  in  acute, 
severe  cases,  after  free  purgation  with  salts,  administered  by  the 
mouth  or  rectum,  or  both,  if  the  symptoms  are  not  relieved, 
the  time  for  operation  has  come.  I  would  operate  now  if  the  attack 
was  severe  and  the  symptoms  urgent,  if  only  of  two  or  three 
hours'  duration.  The  more  urgent  and  savage  the  attack,  the 
sooner  is  demanded  the  operation  with  any  hope  of  saving  life. 
Indeed,  if  I  believed  from  the  violence  of  the  onset  of  the  symp- 
toms that  perforation  of  the  appendix  had  taken  place,  and  in 
some  of  these  fulminating  cases  I  think  this  is  the  case,  perfora- 
tion and  escape  of  the  intestinal  contents  into  the  peritoneal 
cavity,  preceding  and  explaining  the  symptoms  of  pain,  vomit- 
ing, etc.,  I  would  not  give  the  salts,  but  operate  at  once,  take 
away  the  appendix,  and  remove  the  extravasation,  which  in  a 
few  hours  will  produce  fatal  general  infection.  The  shock  and 
other  symptoms  of  these  cases  remind  me  of  a  case  of  gunshot 
wound  of  the  belly. 

In  the  less  urgent  cases,  when  the  symptoms  are  more  gradu- 
ally introduced,  I  would  try  purgation  by  salts,  and  that  failing 
to  relieve,  operate.  I  confess  in  these  cases  I  have  never  operated 
too  soon,  but  have  many  times  operated  too  late.  I  often  doubt 
if  it  is  worth  while  to  operate  after  general  sepsis  and  peritonitis 
have  set  in.  This  much  I  would  like  to  add,  that  I  have  never 
seen  the  mere  operation  in  the  hands  of  a  skilful  man,  kill  or 
add  to  the  danger  of  the  patient's  life. 

But  suppose  the  case  is  still  less  severe,  and  you  see  it  four  or 
five  days,  or  maybe  a  week,  after  it  has  come  on,  and  find  a 
lump  in  the  right  iliac  region,  which  you  know  is  a  circumscribed 
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abscess,  that  you  have  there  pus  and  some  intestinal  matter — but 
it  is  confined  and  kept  from  the  general  peritoneal  cavity  by  a 
barrier  of  lymph.  If  you  think  the  wall  of  lymph  will  get 
stronger  by  waiting  a  few  hours,  I  would  wait,  but  if  you  fear 
from  the  symptoms  that  this  barrier  may  be  undone,  and  there  is 
danger  of  the  contents  escaping  into  the  general  cavity,  I  would 
open  and  drain  it,  making  the  incision  close  to  the  ilium  and  try 
to  avoid  opening  the  peritoneum.  I  would  finger  that  abscess 
as  little  as  possible,  for  fear  of  opening  it  into  the  cavity  and  in- 
fecting it.  I  have  seen  the  dead  and  separated  appendix  come 
out  with  the  pus ;  if  it  does  not  I  would  be  afraid  to  look  for  it, 
so  much  do  I  fear  breaking  down  that  lymph  wall  and  infecting 
the  peritoneum.  I  would  rather  run  the  risk  of  being  obliged 
to  operate  on  the  patient  again  at  some  subsequent  period.  You 
cannot  wash  the  cavity  clean  enough  to  avoid  contamination  of 
the  peritoneum  if  you  open  the  abscess  cavity  into  the  peritoneum. 
Only  repeated  scrubbings  of  your  fingers  with  soap  and  brush  at 
the  hydrant  will  take  away  the  foul  smell  that  clings  to  them. 

In  chronic  recurrent  appendicitis,  I  like  to  operate,  if  at  all, 
between  the  attacks.  The  author  is  right  in  saying  that  very 
often  deaths  from  appendicitis  are  put  down  to  peritonitis,  inflam- 
mation of  the  bowels,  etc.  I  have  seen  more  than  once  subacute 
appendicitis  treated  for  several  weeks  for  typhoid  fever. 

Dr.  Louis  McLane  Tiffany,  of  Baltimore. — I  do  not  think 
there  is  any  subject  in  medicine  in  which  the  physician  and  sur- 
geon should  be  associated  together  so  much,  and  in  which  they 
must  act  hand-in-hand,  as  the  one  under  consideration.  The 
members  of  this  Association  speak  mostly  as  surgeons.  The 
majority  of  cases  of  appendicitis,  I  take  it,  are  seen  in  consulta- 
tion. We  do  not  see  them  in  the  commencement.  If  statistics 
are  worth  anything,  the  majority  of  cases  of  appendicitis  we  do 
not  see  at  all.  I  take  it,  Mr.  President,  that  appendicitis  occurs 
far  more  often  as  an  attack  of  colic  that  gets  well  in  the  hands  of 
the  family  physician  on  pretty  much  no  treatment  whatever.  I 
think  it  is  a  great  mistake  to  speak  of  cases  of  appendicitis  re- 
quiring operation,  when  one  does  not  see  more  than  a  small  per- 
centage of  them.  You  may  say  that  the  case  seen  in  consultation 
often  requires  operation ;  but  when  you  speak  of  cases  of  appendi- 
citis as  continually  requiring  operation,  I  think  it  is  absolutely 
wrong.     The  majority  of  cases  are  treated  by  the  family  phy- 
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sician.  I  think  it  is  right  that  the  surgeon  should  see  the  case 
soon,  and  I  think  it  is  right  that  he  should  learn  to  hold  his  hand 
and  not  to  interfere.  I  do  not  think  the  surgeon  or  the  physician 
is  able  at  all  times  to  tell  when  to  interfere.  The  cases  seen  in 
consultation  should  be  divided  clinically  into  those  that  will  burst 
inside  of  three  days  and  those  that  will  not.  And  then  comes 
the  question  of  making  a  diagnosis  and  obtaining  the  consent  of 
the  family  to  operate.  The  cases  that  are  so  very  dangerous  are 
those  that  die  in  seventy-two  hours,  before  the  family  physician 
is  able  to  make  a  diagnosis ;  these  are  the  cases  in  which  the  peri- 
toneum is  not  walled  off.  The  patients  do  well  in  the  majority 
of  cases  when  the  seat  of  inflammation  is  shut  off  from  the  general 
peritoneal  cavity.  The  not-walled-off  cases  very  often  die,  and 
are  frequently  first  seen  in  the  condition  reported  by  the  essayist, 
with  a  pulse  perhaps  of  140.  The  question  is  one  of  diagnosis. 
I  believe  any  physician  who  is  in  the  habit  of  doing  a  moderate 
amount  of  surgery  will  operate  perfectly  well  in  cases  of  ap- 
pendicitis which  have  lasted  for  five  or  six  days.  I  do  not  think 
he  will  have  very  great  trouble  in  so  doing.  As  already  said,  the 
cases  that  die  are  those  in  which  perforation  takes  place  in  seventy- 
two  hours.  These  are  the  instances  in  which  I  confess  inability 
to  be  certain  about.  The  finding  of  the  appendix,  swollen,  by 
examination  through  the  abdominal  wall,  calls  for  great  acumen 
on  the  part  of  the  family  physician.  Such  cases  are  to  be  operated 
upon  on  sight,  and  operation  ought  not  to  be  deferred  one  minute. 
An  early  diagnosis  makes  a  clean  operation,  a  clean  belly  cavity, 
and  the  patient  does  well. 

Dr.  Willis  F.  Westmoreland,  of  Atlanta,  Ga. — I  desire 
to  add  my  indorsement  to  the  very  interesting  paper  by  Dr. 
Cartledge,  and  so  far  as  my  experience  goes  it  bears  him  out. 
The  cases  that  have  come  to  me  through  consultation  have 
been  a  source  of  great  surprise.  Doing  only  general  surgery, 
I  have  rarely  ever  seen  a  case  of  appendicitis  in  its  inception, 
and  those  I  have  seen  have  been  consultation  cases.  A  great 
many  practitioners  in  Society  talks  have  claimed  that  they 
have  cured  case3  of  catarrhal  appendicitis.  In  every  case  I 
was  called  in  consultation  there  was  supposed  to  be  something 
else  rather  than  appendicitis.  The  physician  did  not  recognize 
these  cases,  even  when  they  had  gone  on  to  septic  infection,  and 
was  very  much  surprised  when  I  diagnosed  appendicitis.     In  two 
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cases  the  diagnosis  was  doubted,  the  practitioner  not  believing 
we  had  appendicitis  to  deal  with  until  the  abdomen  was  opened 
and  the  condition  of  affairs  showed  the  trouble.  I  think  very 
frequently,  where  the  general  practitioner  cannot  recognize  a 
case  of  appendicitis  which  has  gone  to  that  point,  his  diagnosis 
and  cure  of  catarrhal  appendicitis  should  be  taken  with  a  grain 
of  salt ;  and  that  has  been  my  experience  in  every  case.  I 
have  not  been  called  in  sufficiently  early  to  operate  and  save 
the  life  of  the  patient.  Every  case  I  have  operated  on  has  died 
promptly.  I  have  operated,  telling  the  family  physician  that  I 
did  not  expect  a  good  result.  In  every  one  of  the  cases  there  was 
a  subnormal  temperature.  That  has  been  my  experience  with 
appendicitis,  showing  how  practitioners  who  recognize  slight 
catarrhal  appendicitis  do  not  recognize  the  most  aggravated  cases 
of  the  disease. 

Just  after  reading  an  article  which  was  published  in  the  World, 
early  last  spring,  on  appendicitis,  I  had  three  consultation  cases 
at  my  office,  which  were  diagnosed  as  cases  of  appendicitis.  All 
of  them  simply  had  acute  attacks  of  diarrhoea  from  eating  food 
of  some  kind,  and  as  a  result  they  had  all  the  symptoms  which 
the  family  physicians  attribute  to  appendicitis.  Each  one  of 
these  cases  I  could  have  treated  medicinally,  and  called  them 
under  the  recognition  of  the  symptoms,  catarrhal  appendicitis. 
Upon  the  assurance  that  the  men  had  not  appendicitis,  they  re- 
turned to  their  work,  and  have  had  no  trouble  since.  Two  other 
cases  I  recall  to  mind  at  this  time  in  which  there  was  an  abscess, 
diagnosed  as  typhoid  fever,  neither  of  which  was  recognized  until 
the  abscess  really  pointed,  and  simply  had  to  be  opened  and 
drained  in  order  for  the  patients  to  get  well.  One  man  came 
very  near  dying,  as  the  consultant  would  not  give  in  to  the  idea 
that  there  was  an  abscess.  However,  the  aspirator  demonstrated 
a  pus  cavity,  which  was  opened  and  drained.  I  am  certain 
these  cases  would  have  resulted  fatally  if  they  had  not  been 
operated  on.  I  am  in  favor  of  early  operation  in  appendicitis, 
and  I  am  surprised  that  some  of  our  gynecological  friends  counsel 
waiting  for  recurrent  attacks  before  resorting  to  operative  inter- 
ference. Some  of  them  try  to  take  away  the  only  part  of  ab- 
dominal surgery  that  we,  as  general  surgeons,  can  claim,  namely, 
appendicitis.  As  soon  as  we  make  a  diagnosis  we  should  operate, 
not  wait  a  minute. 
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Dr.  W.  B.  Rogers,  of  Memphis,  Tenn. — In  reference  to 
appendicitis,  I  have  been  troubled  with  the  classification.  I  have 
seen  catarrhal,  ulcerative,  and  gangrenous  appendicitis,  etc.,  but 
I  have  never  been  able  to  make  a  diagnosis  of  the  particular 
form  of  the  disease  until  I  reached  the  inside.  I  have  found  the 
appendix  five  and  six  inches  long,  gangrenous,  sloughed  off  at 
the  base,  with  no  evidence  of  its  being  twisted.  I  have  found  it 
sloughed  off  one-half  at  the  base,  with  a  diffusion  of  pus  in  that 
locality.  I  have  found  it  again  swollen,  walls  thickened,  and 
after  removing  it  and  making  section  found  some  mucoid  matter, 
simply  pent  up  in  there ;  sometimes  a  good  deal  of  it,  sometimes 
very  little.  I  have  found  the  appendix  in  the  normal  position  in 
the  pelvic  cavity ;  again,  bound  down  by  adhesions  to  the  bowel, 
in  the  true  pelvis.  It  has  been  found  in  all  locations,  and,  as  I 
have  previously  remarked,  I  am  not  able  to  classify  the  disease 
until  I  get  inside  and  get  out  the  appendix.  I  can  never  tell 
whether  it  started  as  catarrhal  and  then  went  on  to  the  gan- 
grenous or  ulcerative  form,  or  not. 

As  regards  the  symptoms  of  the  disease,  they  are  the  same  as 
those  of  peritonitis — localized  at  the  site  of  the  appendix.  That 
is  all  we  can  say  about  it.  Pain  is  sometimes  felt  at  different 
points,  according  as  the  appendix  is  abnormally  attached ;  or, 
maybe,  in  the  second  or  third  attack  we  have  only  symptoms  of 
peritonitis,  localized,  and  in  some  cases  starting,  according  to  the 
history  of  the  case,  by  pain  at  the  site  of  the  appendix.  Some  of 
the  gentlemen  are  successful  in  giving  and,  therefore,  recommend 
that  you  wait  for  salts  to  go  through  the  patient  before  operating  ; 
I  do  not  think  that  it  is  judicious  to  wait  for  that.  In  the  per- 
forative cases  salts  will  rarely  go  through.  There  is  paralysis  or 
the  muscular  wall  of  the  intestines.  Then,  again,  to  wait  too 
long  on  salts  we  have  kinks  in  the  intestine,  and  while  the 
inflammatory  condition  about  the  appendix  may  not  be  so  acute, 
yet  the  adhesions — the  sequelse  of  this  appendicitis — have  pro- 
duced an  obstinate  mechanical  obstruction  of  the  bowels,  and  you 
cannot  get  any  medicine  through.  Do  not  wait  for  the  salts  to 
go  through,  but  operate  before  you  give  the  salts. 

There  is  one  point  that  I  have  not  heard  brought  up  in  the 
discussion,  and  it  is  with  reference  to  operating  in  those  cases  that 
are  perhaps  of  three  or  four  days'  duration,  in  the  acute  attack 
with  a  greatly  swollen  belly.     Shall  we  go  in  according  to  the 
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method  of  Willard  Parker  and  keep  outside  of  the  uninfected 
peritoneum  and  drain  the  pus  cavity,  or  shall  we  go  in  through 
the  peritoneum — you  might  call  it  a  trans-peritoneal  operation — 
find  the  mass,  and  take  the  chances  of  pus-infection  ?  I  would 
be  glad  to  hear  that  point  discussed.  Of  two  cases  I  went  in  by 
the  Willard  Parker  method  and  drained,  both  died.  I  have  done 
the  trans-peritoneal  operation  in  ten  cases.  In  six  or  seven  of 
these  there  was  pus  enclosed  about  the  intestine ;  in  two  cases 
there  were  adhesions  and  ulceration.  Of  the  ten  cases,  every  one 
got  well,  as  far  as  the  operation  was  concerned.  One  young 
woman  died  on  the  eleventh  day  of  acute  nephritis.  The  ab- 
domen was  flat ;  no  evidence  of  peritonitis.  The  other  nine , 
cases  recovered  promptly. 

Dr.  R.  M.  Cunningham,  of  Ensley,  Ala. — The  excellent  paper 
of  Dr.  Cartledge  on  appendicitis  has  brought  out  statements  in 
the  discussion  that  ought  to  be  harmonized  if  possible.  I  will 
start  out  with  this  postulate  :  Of  the  aggregate  mortality  of  the 
human  family,  a  very  small  percentage  is  due  to  appendicitis  in 
any  form,  whether  treated  medicinally  or  by  the  surgical  plan. 
I  make  that  statement  which,  I  believe,  is  a  fact.  It  has  been 
stated  here  that  one-third  of  the  number  of  post-mortems,  made 
consecutively,  I  presume,  have  indicated  previous  attacks  of 
appendicitis,  which  means  that  one-third  of  the  human  family 
are  supposed  to  have  had  appendicitis.  When  we  contrast  the 
very  small  mortality  from  this  disease,  if  these  post-mortem 
figures  be  accepted  as  correct,  it  at  once  becomes  apparent  that 
appendicitis  is  one  of  the  most  benign  of  diseases.  We  cannot 
claim  so  great  a  percentage  of  recoveries  from  typhoid  fever, 
pleurisy,  etc.,  nor  have  we  so  large  a  number  of  the  human 
family  afflicted  with  any  disease  as  appendicitis,  according  to  the 
figures  given.  Possibly  we  do  have  as  many  cases  of  hemorrhoids 
as  of  appendicitis.  That  is  the  point  that  I  desire  to  call  attention 
to.  There  is  something  wrong  either  with  the  mortality  or  post- 
mortem figures. 

In  regard  to  the  treatment  of  this  disease  by  the  surgical 
methods,  I  believe  if  the  plan  adopted  by  Dr.  McGuire  is  prac- 
tised, namely,  resorting  to  free  purgation  with  salts  (saturated 
solution),  a  teaspoonful  every  half-hour  until  free  actions  take 
place,  many  patients  will  have  become  so  much  relieved  that  they 
will  not  let  us  operate.     It  has  been  my  practice  for  some  four  or 
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five  years — and  I  have  given  considerable  attention  to  this  sub- 
ject because  of  a  death  in  ray  family  from  the  disease — to  purge 
freely.  I  have  had  but  one  man  to  die  from  the  disease.  He 
died  from  perforation  with  general  septic,  suppurative  peritonitis, 
immediately.  I  would,  therefore,  suggest  the  adoption  of  the 
plan  by  Dr.  McGuire,  to  purge  freely.  If  I  understand  him 
correctly,  he  means  if  purgation  relieves  he  does  not  operate. 

Dr.  McGuire. — That  is  right.  Inmost  of  my  cases  purgation 
has  relieved  the  symptoms,  consequently  I  could  not  get  to  do 
the  operation  ;  hence  I  would  accept  the  position  taken  in  the 
paper,  that  so  soon  as  we  have  made  a  diagnosis  we  should  open 
the  abdomen  at  once. 

Dr.  Cunningham. — In  regard  to  the  diagnosis,  I  have  had 
some  cases  in  which  from  the  symptoms  it  was  difficult  to  make 
an  accurate  diagnosis.  So,  I  think,  we  cannot  always  be  certain 
of  our  diagnosis  unless  there  is  induration,  the  formation  of  an 
abscess,  or  some  pronounced  constitutional  symptoms  to  guide  us  ; 
hence  my  plan  has  been  to  purge  freely,  and  if  they  are  so  unfor- 
tunate as  not  to  get  well  I  will  operate  according  to  the  advice 
given  by  the  essayist. 

Dr.  Price. — This  discussion  on  appendicitis  reminds  me  of  an 
old  revival  hymn,  "  We  are  Gaining  Ground."  The  gynecolo- 
gists have  influenced  surgeons  to  look  more  to  the  surgical  side 
of  appendicitis  than  formerly.  We  have  succeeded  in  con- 
vincing the  physician  that  early  consultation  is  important,  before 
treatment  is  instituted,  and  that  Epsom  salts  are  very  valuable, 
opium  harmful.  A  few  years  ago,  in  Society  discussions  on  this 
subject,  there  was  no  such  uniform  consensus  of  opinion.  No 
previous  Society  discussion  parallels  it,  and  none  has  given  me  so 
much  pleasure.  There  are,  however,  a  few  puzzling  points  to  be 
settled. 

One  gentleman  has  referred  to  relief  from  Epsom  salts.  They 
do  relieve,  and  promptly,  in  vicious,  acute  and  angry  advanced 
forms  of  suppurative  trouble  in  the  pelvis.  I  have  seen  patients 
put  to  bed  and  use  the  bedpan  as  much  as  thirty  times,  and  refuse 
operation  the  next  day  ;  at  the  same  time  there  were  pus  conduits 
in  them  as  large  as  sweet  potatoes.  Obstruction  from  over- 
distention,  paresis,  or  from  impaction,  are  three  conditions  hard  to 
deal  with  in  the  presence  of  appendicitis.  Those  cases  of  impac- 
tion are  not  attributable  to  appendicitis,  nor  should  they  be 
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called  appendicitis.  If  you  purge  a  patient,  and  then  find  him 
with  a  moist  tongue,  cool  skin,  and  decided  tenderness  and  pain 
the  followiug  morning,  it  is  an  operative  case.  It  may  have  been 
greatly  relieved,  but  not  cured  by  salts. 

In  the  cases  of  Willard  Parker,  alluded  to  by  Dr.  Rogers,  they 
were  clear  cases  of  obstruction,  and  in  all  cases  of  appendicitis 
with  obstruction  where  salts  and  other  methods  of  purgation  fail, 
we  should  resort  to  the  central  operation,  open  the  peritoneal 
cavity  and  relieve  the  adherent  bowel.  Do  the  surgery  you  do 
in  all  other  cases.  If  there  is  obstruction,  with  extensive  adhe- 
sions, use  the  Murphy  button.  If  you  tear  up  seventy-two  inches 
of  adherent  bowel  you  will  in  all  probability  lose  your  patient ; 
but  if  you  use  the  Murphy  button,  and  do  a  lateral  anastomosis, 
you  will  probably  save  him. 

Dr.  Rogers. — One  case  was  thoroughly  acted  on  by  salts,  but 
the  patient  died  three  days  later. 

Dr.  Price. — After  the  evacuation  of  a  huge  abscess  containing 
four  or  six  ounces  of  pus,  with  a  kink,  the  obstruction  is  increased. 
If  there  is  a  distention  of  the  bowel  the  obstruction  is  also 
increased,  and  in  just  that  class  of  extensive  adhesions  with  dis- 
organized bowel  we  must  exercise  some  judgment  as  to  how  much 
bowel  obstruction  there  is,  and  the  importance  of  early  relief 
Obstruction  unrelieved  by  surgery  is  a  common  cause  of  death  in 
appendicitis  operations. 

Dr.  E.  P.  Riggs,  of  Birmingham,  Ala. — It  seems  to  me  there 
are  three  varieties  of  appendicitis  that  we  come  in  contact  with. 
In  the  first  place,  those  cases  that  rupture  immediately.  Second, 
those  cases,  as  Dr.  Tiffany  states,  where  the  adhesions  have  turned 
around,  walled  off  the  accumulation  of  pus,  localized  the  abscess, 
and  given  us  our  time  to  operate.  The  third  is  the  recurrent 
form  of  the  disease.  In  the  light  of  modern  experience  every 
surgeon  will  go  into  the  abdomen  in  the  first  variety  without 
hesitation.  When  we  have  such  positive  evidence  of  rupture  of 
the  appendix,  there  is  scarcely  a  possibility  of  mistake.  In  the 
other  variety,  after  purgation  and  the  patient  is  relieved  a  little, 
we  can  select  our  time  to  operate,  or  at  least  defer  it,  because 
there  is  little  danger  of  rupture.  In  the  recurrent  form  I 
believe  it  is  good  surgery  to  operate  in  every  instance  during  the 
interval. 

As  to  the  method  of  operating  on  the  abscess  cases,  the  results 
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obtained  from  opening  the  abdomen,  locating  the  abscess  first, 
as  it  is  nearly  always  adherent  somewhere,  are  good.  There  is  a 
place  by  which  we  can  evacuate  it  without  draining  through  the 
peritoneum.  First,  open  the  abdomen,  locate  the  abscess  and 
adhesions ;  then  cut  down  over  adhesions  ;  drain  through  that 
point;  close  up  the  exploratory  wound  first;  in  that  way  we 
avoid  any  risk  whatever  of  draining  through  the  peritoneal 
cavity.  We  should  never  aspirate  the  cavity.  When  there  are 
no  adhesions,  infection  may  effectually  be  avoided  by  placing  the 
patient  in  the  Trendelenburg  posture,  and  walling  off  with 
sterilized  gauze  or  sponges  and  mopping  very  rapidly;  drain  with 
iodoform  gauze,  and  the  results  will  be  satisfactory. 

The  day  before  I  left  home  to  attend  this  meeting  I  operated 
on  a  case  of  appendicitis,  the  man  having  been  attacked  six 
weeks  before.  He  had  been  freely  purged.  He  had  every 
symptom  of  peritonitis — acute  pain,  distention,  a  localized  tumor 
as  large  as  two  fists  on  the  right  side.  The  pain  subsided,  swell- 
ing passed  away,  and  every  symptom  had  improved,  but  not- 
withstanding all  that  an  operation  revealed  an  accumulation  of 
pus,  perhaps  two  ounces  or  more  in  quantity.  I  opened  the  ab- 
domen in  front,  located  the  point  of  adhesion,  closed  the  abdom- 
inal wound  in  front,  and  left  the  patient  doing  well. 

Dr.  James  A.  Goggans,  of  Alexander  City,  Ala. — I  want  to 
add  my  commendation  to  the  paper  read  by  Dr.  Cartledge.  It 
speaks  my  sentiments  on  the  subject  of  appendicitis  fully.  I 
have  seen  quite  a  number  of  cases,  and  I  must  say  that  I  have 
never  seen  any  disease  where  I  could  make  the  diagnosis  for  the 
purpose  of  operating  with  any  more  certainty.  I  have  operated 
on  only  seven  cases,  all  of  which  recovered.  I  have  seen  other 
cases  that  I  diagnosed  as  appendicitis,  and  they  recovered.  But 
I  did  not  know  positively  that  they  were  appendicitis. 

Dr.  Cartledge. — I  have  very  little  to  say,  Mr.  President. 
The  paper  purposely  excluded  the  question  of  diagnosis  and  the 
operative  technique,  for  the  simple  reason  it  would  be  too  much 
for  one  paper.  I  shall,  therefore,  not  enter  into  a  discussion  of 
these  subjects  at  this  time.  I  will  say,  however,  that  I  believe 
one  of  the  best  means  to  convert  a  gentleman  to  the  belief  re- 
garding the  best  action  to  take  in  cases  of  appendicitis  is  this : 
if  he  has  time  when  he  gets  home,  and  believes  in  classifying  his 
cases  into  groups,  operating  on  this  one  and  not  operating  on 
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that  one,  selecting  the  cases  that  should  be  treated  by  the  ex- 
pectant plan,  and  those  that  should  be  operated  upon,  in  tabular 
form,  and  making  himself  a  self-constituted  critic  of  his  own 
table,  when  he  gets  through  he  will  be  converted  to  the  belief 
that  he  knows  comparatively  nothing  about  catarrhal  appen- 
dicitis. I  distinctly  claimed  that  I  could  not  recognize  it.  I 
say  once  for  all,  I  cannot  discriminate  in  these  cases.  I  believe 
every  case  of  appendicitis  that  is  worthy  of  the  name  has  a 
period  of  suppuration  ;  it  is  ulcerative.  The  statement  has  been 
made  that  appendicitis  nearly  always  recurs.  Why  wait  for  the 
second  attack  ?  Operate.  It  is  said  that  one  case  in  twelve  dies 
from  perforation  that  could  have  been  saved,  provided  a  timely 
operation  had  been  undertaken.  This  is  a  large  mortality.  Un- 
questionably the  non-perforating  cases  of  appendicitis  are  the 
best  for  operation,  and  can  be  saved  if  operated  upon.  It  is 
unscientific  in  a  disease  of  known  recurrent  tendencies  to  wait 
until  recurrence  has  taken  place.  What  is  the  advantage  of 
operating  between  recurrences?  If  you  do  not  operate  when  a 
man  is  suffering,  it  is  hard  to  get  his  consent  to  operate  in  the 
state  of  quiescence. 

Dr.  Long  speaks  of  a  gentleman  who  had  had  twenty  attacks 
of  the  disease,  and  he  saw  him  in  several,  and  yet  never  thought 
he  needed  an  operation.  With  the  known  pathology  of  the 
disease — the  ulcerative  variety — it  seems  to  me  a  man's  life  is 
greatly  jeopardized  to  go  through  so  many  attacks.  For  the 
sake  of  the  low  mortality  I  should  have  removed  the  appendix 
in  his  case. 

Dr.  Kollock  says  he  operates  in  the  second  attack.  I  scarcely 
know  the  reason  for  such  discrimination. 

Dr.  J.  D.  S.  Davis  operates  in  two  stages,  opening  the  abscess 
first,  and  then  removing  the  appendix  in  the  secondary  opera- 
tion. Wherever  possible,  I  should  remove  the  appendix  at  every 
operation. 

Dr.  W.  E.  B.  Davis  thinks  many  get  well  without  opera- 
tion, and  believes  that  we  cannot  tell  when,  and  when  not,  to 
operate,  in  some  cases ;  and  I  agree  with  him.  I  believe  if  the 
ulceration  lasts  long  enough  it  will  lead  to  cicatrization,  and  the 
patient  gets  better :  and  we  have  a  disease  of  which  we  cannot 
tell  the  cases  that  we  should  and  the  ones  we  should  not  operate 
on — so  it  is  better  to  operate  upon  all  of  them. 


INTRA-CRANIAL    NEURECTOMY    AND    RE- 
MOVAL OF  THE  GASSERIAN  GANGLION 
FOR   INTRACTABLE  NEURALGIA. 


By  Louis  McLase  Tiffany,  M.D  , 
Baltimore. 


Within  the  past  few  years  intra-cranial  excision  of  por- 
tions of  the  fifth  nerve,  together  with  removal  more  or  less 
complete  of  the  Gasserian  ganglion,  has  been  done  for  the 
cure  of  intractable  trigeminal  neuralgia. 

The  credit  of  first  doing  such  an  operation  rests  with  Rose, 
of  London,  after  whom  is  to  be  mentioned  Novaro,  Horsley, 
Andrews,  and  others.  Hartley,  in  the  New  York  lledical 
Journal  of  March  1,  1892,  published  his  method  and  related 
a  case  successfully  operated  on.  He  has  published  a  more 
full  account  of  the  same,  with  diagrams  and  cases,  in  the 
Annals  of  Surgery  for  May,  1893.     It  is  as  follows  : 

An  omega-shaped  incision  was  made,  having  its  base  at  the 
zygoma  and  measuring  a  distance  marked  by  a  line  drawn 
from  the  external  angular  process  of  the  frontal  bone  to  the 
tragus  of  the  ear. 

The  curved  and  rounded  portion  of  this  incision  reached  as 
high  as  the  supra-temporal  ridge,  the  diameter  of  said  circle 
being  three  inches.  The  skin  and  deeper  tissues  were  cut  in 
the  shape  of  the  Greek  capital  letter  omega.  This  incision 
was  carried  down  to  the  periosteum  of  the  skull  in  all  por- 
tions of  the  incision,  except  in  the  straight  part  at  the  base ; 
the  tissues  were  then  retracted  and  the  periosteum  divided 
upon  the  bone  in  the  same  direction  and  as  far  as  the  straight 
part  at  the  base. 
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With  a  chisel,  a  groove  was  cut  in  the  bone  corresponding 
to  the  divided  periosteum.  This  groove  went  to  the  vitreous 
plate,  except  at  the  upper  angle  over  the  rounded  portion, 
where  it  included  the  vitreous  plate. 

A  periosteum  elevator  was  here  inserted  and  used  as  a  lever 
to  snap  the  bone  on  a  line  between  the  ends  of  the  circular 
portion  of  the  incision.  In  this  way  the  breakage  occurs 
along  the  lower  portion  of  the  wound,  and  a  flap,  consisting 
of  skin,  muscle,  periosteum,  and  bone,  is  thrown  down,  ex- 
posing the  dura  mater  over  a  circular  area  of  three  inches  in 
diameter.  The  middle  meningeal  artery  was  tied,  the  dura 
mater  separated  from  the  bone,  and  the  floor  of  the  middle 
fossa  of  the  skull  was  exposed.  Broad  retractors  were  used 
to  raise  the  dura  mater  with  the  brain,  and  to  expose  the 
foramen  rotundum  and  the  foramen  ovale.  The  hemorrhage 
was  stopped  by  sponge  pressure.  The  exposure  of  the  first, 
second,  and  third  divisions  of  the  fifth  nerve,  together  with 
the  carotid  artery  and  cavernous  sinus,  was  exceedingly  good. 

The  second  and  third  divisions  were  isolated  at  the  foramen 
rotundum  and  the  foramen  ovale,  and,  by  slight  pressure  upon 
the  dura  mater,  it  could  be  stripped  from  the  nerves  to  beyond 
the  Gasserian  gauglion.  These  were  divided  with  a  tenotome 
at  the  foramen  rotundum  and  the  foramen  ovale,  and  that 
part  between  these  and  a  point  beyond  the  Gasserian  ganglion 
was  excised.  As  this  amount  of  nerve  is  not  very  great,  the 
ends  of  the  nerves  were  pushed  through  the  two  foramina  so 
as,  if  possible,  to  interfere  with  any  reunion.  In  the  retrac- 
tion of  the  dura  mater,  owing  to  imperfect  instruments,  the 
third,  fourth,  and  sixth  nerves  were  somewhat  injured.  As 
no  bleeding  was  present,  the  brain  was  allowed  to  fill  the  fossa. 
The  flap — consisting  of  bone,  periosteum,  muscle,  and  skin — 
was  replaced.  The  irregular  edge  of  the  vitreous  plate  which 
remained  attached  to  the  bone  not  involved  in  the  flap  acted 
as  a  shelf  on  which  the  flap  rested,  and  prevented  its  falling 
in  upon  the  dura  mater.  The  periosteum  was  stitched,  the 
-  muscle  sutured  in  place,  and  the  skin  sewn  with  silk.  One 
drainage-tube  was  inserted  at  the  lower  angle ;  an  antiseptic 
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dressing  was  applied.  Time  of  operation,  one  hour  and  forty 
minutes ;  the  patient  was  carried  to  the  ward  in  good  condi- 
tion. The  disadvantage  was  the  inability  to  resect  as  long  a 
piece  as  could  be  done  in  some  of  the  other  methods. 

Fig.  1. 


The  skin  incision  is  shown  in  the  accompanying  diagram. 

It  has  been  my  fortune  to  operate  four  times  for  excision  of 
intra-cranial  portions  of  the  fifth  nerve.  In  each  case  the 
reason  for  the  operation  was  trigeminal  neuralgia  not  due  to 
disease  of  the  brain.  Hartley's  method  was  followed.  An 
account  of  each  instance  is  appended,  together  with  an  exam- 
ination into  the  present  condition  of  the  three  patients  who 
can  be  reached. 

All  cases  recovered  from  the  operation  and  were  relieved  of 
neuralgia,  it  is  to  be  hoped,  permanently. 

Case  I. — Mrs.  X.,  aged  fifty-nine  years,  came  under  my  care 
September,  1892,  suffering  with  right  facial  neuralgia,  and  gave 
the  following  history : 

Pain  began  fourteen  years  ago  in  the  right  upper  jaw  nerve. 
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The  intermissions  were  complete  and  of  varied  length,  months 
sometimes  intervening  between  paroxysms.  June,  1890,  the 
second  division  of  the  fifth  was  divided  at  the  infra-orbital 
foramen.  The  scar  of  this  operation  is  visible.  For  two  years 
complete  relief  was  obtained.  Then  the  paroxysms  returned  with 
great  vigor.  For  several  months  the  patient  had  been  unable  to 
talk  without  bringing  on  severe  paroxysms,  had  been  unable  to 
swallow,  laugh,  or  to  use  the  face  muscles  in  any  way ;  so  much 
so  was  this  the  case  that  she  carried  a  tablet  on  which  to  write, 
instead  of  speaking;  she  avoided  solid  food,  and  took  only 
liquids.  Her  condition  was  one  of  very  great  suffering  almost 
all  the  time ;  even  when  as  quiet  as  possible,  agonizing  attacks  of 
pain  came  on. 

The  second  and  third  divisions  of  the  fifth  were  affected — 
cheek,  lips,  tongue,  gums,  palate,  and  especially  the  auriculo- 
temporal region. 

September  8,  1892,  the  operation  was  done  in  the  usual  way. 
The  middle  meningeal  artery  was  torn  in  separating  the  flap  of 
bone,  and  was  ligated  by  passing  a  thread  on  a  cu  rved  needle 
through  the  dura.  On  turning  down  the  flap  of  bone,  the  open- 
ing in  the  skull  was  found  to  be  not  large  enough  and  gave 
insufficient  room  ;  so  more  bone  was  bitten  away  with  the  forceps. 
There  was  an  escape  of  cerebro-spinal  fluid  from  the  aperture 
made  in  the  dura  at  the  time  of  wounding  the  artery.  The 
second  and  third  divisions  of  the  nerve,  together  with  the  Gas- 
serian  ganglion,  were  well  exposed  to  view.  The  nerves,  and  so 
much  of  the  ganglion  as  seemed  to  be  attached  to  the  nerves, 
were  removed,  and  the  distal  ends  of  the  nerves  tucked  into  their 
respective  foramina.  The  bone  was  not  replaced  when  the  flap 
was  put  in  position.  A  piece  of  silver  wire,  bent  on  itself,  was 
laid  at  the  posterior  angle  of  the  skin  wound,  so  as  to  permit 
drainage  if  required.  A  voluminous  dry  dressing  was  then  ap- 
plied. The  flow  of  cerebro-spinal  fluid  was  so  great  during  the 
first  twenty-four  hours  as  to  necessitate,  on  two  occasions,  that  a 
folded  sheet  under  the  head  should  be  changed  ;  in  twenty-four 
hours  the  cotton  and  gauze  dressing  was  replaced  by  a  dry  one. 
This  was  again  necessary  on  the  second  and  on  the  third  day, 
although  the  flow  of  fluid  was  less,  when  the  wire  was  removed. 
Stitches  were  removed  on  the  seventh  day.  Pain  ceased  from 
the  moment  of  operation,  and  the  patient  had  an  uninterrupted 
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recovery.  No  disturbance  to  the  eye  in  any  way  was  noted,  and 
the  patient  was  soon  able  to  return  to  her  usual  life.  The  patient 
has  no  teeth,  they  having  been  extracted  several  years  ago,  in 
hope  of  relieving  the  pain. 

An  examination  of  this  patient  thirteen  and  a  half  months 
after  the  operation  shows  as  follows : 

Motion  of  tongue  unimpaired;  the  muscles  of  mastication  are 
paralyzed.  This  did  not  appear  to  be  so  immediately  after  the 
operation.  There  are  no  trophic  changes  in  the  skin  to  which 
the  divided  portions  of  the  nerve  were  distributed  ;  it  is  not  shiny 
or  red.  Sensation  on  the  face  is  wanting  in  the  area  shown  on 
the  accompanying  chart.     (Right  side.) 


Fig.  2. 


The  shading  indicates  anaesthetic  territory. 


Outside  the  area  of  complete  loss  of  sensation  there  is  uncer- 
tain sensation. 

The  front  part  of  the  tongue  and  the  antero-lateral  (right) 
aspect  is  without  sensation,  but  a  touch  is  recognized  just  in 
front  of  the  circumvallate  papilla?.  The  hard  palate  is  without 
sensation.    The  soft  palate  is  indistinctly  sensitive.    The  mucous 
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lining  of  the  cheek  in  its  anterior  part  is  without  sensation ; 
further  back  sensation  is  present.  Heat  and  cold  are  recognized 
in  portions  of  the  tongue  where  ordinary  sensation  is  wanting. 
Taste  on  the  tongue  is  not  interfered  with. 

The  method  of  investigating  taste  was  as  follows  :  The  tongue 
was  drawn  beyond  the  lips,  and  securely  held.  Its  surface  was 
then  dried  with  a  soft  rag,  and  a  drop  of  warm  water,  containing 
sugar  or  salt  in  solution,  was  put  on  the  part  of  the  tongue 
entirely  without  sensation,  either  of  general  touch,  of  heat  or 
cold.  Almost  instantly  the  patient  was  able  to  tell  whether 
sugar  or  salt  was  put  on  her  tongue,  and  this,  of  course,  without 
drawing  the  tongue  into  the  mouth,  but  while  the  tongue  was 
firmly  held  outside  the  lips. 

The  patient  states  that  the  tongue  is  now  more  sensitive  than 
it  was  at  first ;  she  complains  of  a  feeling  as  though  the  gum  and 
cheek  of  the  affected  side  were  covered  with  India-rubber.  She 
chews  on  the  left  side,  for  occasionally  food  which  is  being  eaten 
gets  into  the  right  cheek  and  it  is  necessary  to  press  it  back  into 
the  mouth  with  the  hand  ;  this,  however,  occurs  but  seldom. 

The  right  occipito-frontalis  is  not  paralyzed,  nor  is  the  corru- 
gator  supercilii.  The  patient  wears,  without  discomfort,  the  same 
set  of  false  teeth  that  she  wore  before  the  operation.  Slight  pul- 
sation under  the  flap.     Temple  concave. 

Case  II. — B.,  aged  sixty-seven  years,  male,  has  been  operated 
on  for  neuralgia  of  the  second  division  of  the  fifth,  right  side, 
several  times.  The  nerve  has  been  cut  away  at  the  infra-orbital 
foramen ;  then  more  deeply,  and  finally  Carnochan's  operation 
was  done.  Temporary  relief  was  afforded  after  each  operation, 
but  the  pain  subsequently  returned. 

In  February,  1893,  I  divided  the  middle  division  of  the  fifth, 
intra-cranial,  but  did  not  divide  the  third  division,  as  the  patient 
had  not  suffered  from  neuralgia  of  this  branch.  Recovery  was 
uneventful,  and  he  went  out  of  the  hospital  in  three  weeks. 

I  have  not  been  able  to  see  him  since  he  left  the  hospital,  and 
therefore  his  present  condition  is  unknown  to  me. 

(The  artery  was  torn  as  in  the  first  case,  and  required  to  be 
tied.) 

Case  III. — Miss  ,  in  her  seventy-ninth  year,  gives  the 

following  history  :  Pain  in  the  second  division  of  the  fifth  nerve, 
on  the  right  side,  began  in  1863.     The  pain  was  not  great,  and 
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occurred  rarely  at  intervals  during  several  years.  The  inter- 
missions became  shorter  and  the  pain  more  marked.  In  the 
third  division,  pain  was  noticed  several  years  later.  The  pain 
became  progressively  worse  and  worse.  At  the  present  time  the 
pain  in  the  lips,  gums,  and  tongue  is  most  intense. 

The  patient  sits  with  the  mouth  open,  lest  the  lips  should  touch 
each  other  ;  holds  the  lips  as  still  as  possible ;  does  not  move  the 
tongue ;  allows  the  saliva  to  dribble  from  the  mouth  because  the 
pain  in  swallowing  it  is  so  great.  This  pain  is  not  in  the  throat 
itself,  but  is  referred  to  the  tongue,  lips,  and  side  of  the  cheek. 
She  has  had  no  teeth  extracted  on  account  of  neuralgia ;  one  of 
the  very  few  cases  about  whom  this  can  be  said.  Yawning  is 
impossible  on  account  of  pain  which  is  referred  to  the  lower  jaw 
joint.  She  has  taken  no  solid  food  for  some  years,  and  has  lived 
on  soft  toast,  soft  eggs,  tea,  etc.  There  is  on  the  right  side  hyper- 
sesthesia  of  the  face,  and  the  skin  is  rough  and  coarse.  The 
condition  of  the  patient  was  most  distressing.  She  had  been 
subjected  to  no  operation,  and  had  borne  her  sufferings  as  best 
she  could. 

I  operated  in  the  usual  way,  June  30, 1893,  notwithstanding 
the  patient's  advanced  age.  She  seemed  active  and  strong,  and 
I  did  not  think  her  number  of  years  should  prevent  my  affording 
relief,  if  I  was  able  so  to  do. 

The  middle  meningeal  artery  was  not  divided.  When  the 
second  division  of  the  nerve  was  exposed  at  the  base  of  the  skull, 
I  stripped  the  dura  from  it  as  usual.  There  was  a  gush  of 
cerebro-spinal  fluid,  which  subsequently  welled  up  quite  clear 
until  perhaps  two  ounces  were  sponged  away.  The  second  and 
third  divisions  of  the  nerve  and  the  Gasserian  ganglion  were 
then  exposed,  excised,  and  the  nerve-ends  pushed  back  into  their 
respective  foramina. 

The  wound  was  closed  as  usual,  and  a  dry  dressing  applied, 
which  was  changed  on  the  eighth  day.  Recovery  was  unevent- 
ful ;  relief  from  pain  absolute. 

Examination  four  months  after  the  operation  reveals  anaes- 
thesia of  the  face  as  shown  in  the  diagram. 

Outside  the  area  of  complete  anaesthesia  there  exists  a  zone  of 
irregular  sensation,  in  which  the  difference  between  heat  and 
cold  is  plainly  recognized,  but  ordinary  sensation  is  wanting. 
The  tongue  in  its  right  lateral  half,  as  far  back  as  it  can  be 
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touched,  is  anaesthetic.     So  also  the  inside  of  the  cheek,  and  the 
hard  and  soft  palates. 

Taste.     Sugar  and  salt  are  plainly  recognized  on  the  anterior 
portion  of  the  tongue  where  anaesthesia  exists. 

Fig.  3. 


The  shaded  portion  indicates  the  territory  devoid  of  sensation  on  the  right  side. 

The  muscles  of  mastication  are  paralyzed.  The  right  anterior 
half  of  the  occipito-frontalis  is  paralyzed ;  also  the  right  corru- 
gator  supercilii.  Doubtless  from  division  of  the  branch  from 
the  seventh  by  the  superficial  wound.  Electricity  shows  degen- 
erative reaction. 

There  is  no  pulsation  to  be  recognized  under  the  flap.  Temple 
concave.  A  slight  touch  on  the  teeth  in  either  the  lower  or  upper 
jaw  of  this  patient  is  felt  distinctly.  The  harsh,  rough  skin  has 
become  smooth  and  fair,  and  the  face  has  become  that  of  a  placid 
and  contented  woman. 

Dr.  F.  T.  Miles  examined  this  case  with  me. 

Case  IV. — Mrs.  S.,  aged  forty-six  years,  a  widow,  came  under 
my  care  in  1882,  suffering  from  neuralgia  of  the  third  division 
of  the  fifth. 
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In  the  body  of  the  lower  jaw  I  chiselled  the  bone  and  excised 
one  inch  of  the  nerve.  The  wound  healed  at  once  and  complete 
relief  was  obtained,  which  lasted  thirteen  months. 

She  then  consulted  me  again,  suffering  pain  in  the  lower  lip, 
tongue,  in  the  auriculo-temporal  region,  and  in  the  territory  sup- 
plied by  the  second  division  of  the  fifth. 

Prior  to  the  first  operation  she  had  been  subject  to  neuralgia 
for  six  or  seven  years,  diffused  over  the  side  of  the  face,  which 
was  localized  only  within  a  few  months  of  the  time  when  she  first 
consulted  me.  Paroxysms  now  came  on  very  frequently,  and 
they  were  excited  by  movement,  by  touching  the  face,  or  without 
apparent  exciting  cause.  The  skin  over  the  affected  area  became 
bright  red  during  a  paroxysm  of  pain. 

September  25,  1893,  I  performed  the  usual  operation.  The 
meningeal  artery  was  not  interfered  with.  As  the  brain  seemed 
somewhat  in  my  way,  I  raised  the  dura  and  opened  it,  thus  per- 
mitting eerebro-spinal  fluid  to  escape,  which  gave  me  much  more 
room.  So  the  exposure  and  removal  of  the  nerves  and  ganglion 
became  easy.  A  bit  of  bent  wire  was  laid  at  the  posterior  angle 
of  the  wound,  and  removed  with  the  first  dressing.  Some  blood, 
but  no  eerebro-spinal  fluid,  escaped  into  the  dressing. 

On  the  sixth  day  after  operation  the  patient  put  her  hand  by 
the  side  of  her  eye  and  scratched  the  wound  under  the  dressing, 
which  she  said  itched  very  much.  This  irritated  the  wound 
somewhat,  and  on  removing  the  dressing  two  days  thereafter  I 
found  some  redness  at  the  point  where  she  had  scratched  it.  The 
dressings  were  changed  and  stitches  removed,  and  everything 
went  well. 

Present  condition  :  Pain  entirely  relieved.  Anaesthesia  of  the 
face  is  shown  in  the  diagram  by  the  shading. 

The  right  half  of  the  tongue,  hard  and  soft  palates,  gums,  and 
inside  of  left  cheek  are  anaesthetic,  but  not  extending  so  far  back 
as  in  the  previous  cases. 

The  replaced  bone  is  firm  and  strongly  in  position.  The  right 
half  of  the  occipito-fron talis  is  paralyzed,  as  also  the  corrugator 
supercilii.  The  anterior  extremity  of  the  omega  incision  is 
hyperaesthetic.  There  are  no  trophic  changes  in  the  anaesthetic 
area.  The  muscles  of  mastication  are  paralyzed.  The  difference 
between  heat  and  cold  is  not  recognized  in  the  anaesthetic 
territory. 
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Taste  within  the  mouth,  the  patient  says,  is  the  same  as  always, 
but  the  difference  between  salt  and  sugar  is  not  recognized  when 
applied  on  the  tongue  held  beyond  the  lips. 

The  conjunctiva  of  the  right  eye  is  slightly  anaesthetic.  The 
right  nostril  is  not  so  sensitive  as  the  left  to  the  smell  of 
ammonia. 

Fig.  4. 


Showing  areas  of  anaesthesia  in  Case  IV. 

While  the  method  pursued  in  all  of  my  cases  was  not 
entirely  that  indicated  by  Hartley,  it  varied  from  it  so  little 
as  properly  to  be  classed  as  instances  of  bis  operation. 

The  skin  incision  has  been  as  his  ;  the  division  of  the  skull 
I  have  made  with  the  chisel,  also  using  strong  forceps.  I 
have  not  found  that  the  bone  always  broke  as  low  down  as  I 
would  wish  it,  and  so  have  not  hesitated  to  remove  additional 
bone  with  forceps.  Whether  the  bone  is  replaced  or  not  does 
not  affect  the  healing  of  the  wound. 

In  two  of  the  four  cases  the  middle  meningeal  artery  was 
divided  while  making  the  bone  flap,  and  was  tied  by  passing 
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a  single  silk  ligature  through  the  dura  proximal  to  the  tear  by 
means  of  a  curved  needle. 

I  have  noted  that  when  first  opening  the  head  the  brain 
seemed  to  fill  the  cavity  and  the  dura  appeared  tense  ;  this  is 
due  to  the  presence  of  cerebro-spinal  fluid,  as  well  demon- 
strated in  the  two  last  cases. 

In  the  last  case  I  did  not,  therefore,  hesitate  to  puncture  the 
dura  and  evacuate  the  fluid,  after  which,  the  patient  being  on 
the  opposite  side,  the  brain  was  found  to  lie  quite  away  from 
the  field  of  operation,  and  the  dura  mater  rested  wrinkled  on 
the*  surface  of  the  brain,  as  a  sheet  loosely  thrown  over  a  bed. 
Thus  ample  room  was  afforded  for  uncovering  the  nerves  and 
exposing  the  ganglion.  This  observation  was  to  me  extremely 
interesting. 

In  uncovering  the  nerves,  I  begin  with  the  second  division. 
Having  uncovered  it,  I  pass  a  ligature  around  it  with  a  long 
aneurism  needle  having  a  short  curve ;  then  strip  the  dura 
from  it  backward,  reaching  the  third  division  and  the  gan- 
glion. 

With  the  same  needle  I  pass  a  ligature  around  the  third 
division.  Making  gentle  traction  on  the  ligatures,  with  a 
long,  sharp  curette  I  am  able  to  separate  the  nerves  and  take 
away  the  adjacent  portion  of  the  ganglion,  and  then  make  my 
section  of  the  nerves  at  the  round  and  oval  holes.  In  this 
way  I  do  not  attempt  to  take  away  all  the  ganglion.  I  ex- 
posed and  recognized  the  first  division,  but  left  it  alone,  for 
there  was  no  reason  why  it  should  be  disturbed. 

In  certain  cases  hitherto  reported,  trouble  with  the  eye, 
ptosis,  etc.,  has  been  reported.  In  none  of  my  cases  has  any 
disturbance  of  nutrition  or  function  of  the  eye  been  apparent. 
I  attribute  this  to  the  method  already  referred  to  for  isolating 
the  nerves  and  the  ganglion  and  confining  the  operation 
exclusively  to  them. 

The  operations  have  been  long,  but  recovery  in  each  instance 
has  been  rapid  and  complete.  In  all  cases  the  wqunds  healed 
at  once,  except  the  fourth,  where  the  patient  scratched  the 
recent  wound  and  infected  it. 
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It  is  worthy  of  note,  very  suggestive  for  the  future,  that  in 
the  case  of  the  patient  upon  whom  operation  was  performed 
fourteen  months  ago,  there  is  less  anaesthesia  and  more  per- 
verted sensation  than  in  the  other  cases.  Sensation  seems  to 
have  returned  somewhat,  and  it  is  interesting  to  speculate  as 
to  whether  sensation  will  ever  completely  return,  and  if  so  by 
what  route. 

Preservation  of  the  sense  of  taste,  after  division  of  the 
second  aud  third  divisions,  is  to  be  noted. 

That  the  power  to  recognize  heat  and  cold  exists  in  a  region 
rendered  devoid  of  ordinary  sensation  by  nerve  section,  is  of 
much  interest  and  recalls  an  observation  made  some  time 
since  that  a  conjunctiva  insensitive  from  the  local  application 
of  cocaine  still  appreciates  the  difference  between  heat  and 
cold. 

When  dividing  the  third  division  of  the  nerve  in  Case  IV. 
I  believe  that  I  isolated  and  recognized  the.  motor  branch 
before  dividing  it.  Not  having  provided  myself  with  a  suffi- 
ciently long  and  fine  electrode,  I  could  not  prove  the  accuracy 
of  my  opinion  by  electric  stimulation,  and  therefore  divided 
everything. 

By  leaving  intact  the  motor  branch  the  patieut  would  not 
have  food  collect  in  the  cheek  of  the  paralyzed  side,  and  in 
future  operations  an  effort  should  be  made  toward  this  end. 

DISCUSSION. 

Dr.  Howard  A.  Kelly,  of  Baltimore. — Although  not  a  gen- 
eral surgeon,  I  desire  to  call  attention  to  one  or  two  points  in  con- 
nection with  Dr.  Tiffany's  instructive  paper.  I  saw  one  of  his 
cases,  the  last  reported,  just  before  leaving  Baltimore,  and  the 
patient  was  in  excellent  condition  and  expressed  herself  most 
gratefully  for  the  complete  relief  she  had  received  by  the  opera- 
tion. Dr.  Tiffany  has  had  more  operations  of  this  kind  than  any 
other  surgeon  south  of  Mason  and  Dixon's  line.  Dr.  Finney, 
Associate  at  the  Johns  Hopkins  Hospital,  has  had  three  cases  ; 
one,  a  case  of  marked  arterio-sclerosis,  died  from  disease  of  the 
coronary  artery  six  hours  after  the  operation.     This  appeared  to 
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have  nothing  to  do  with  the  operation.  Dr.  Finney  lays  stress 
on  controlling  hemorrhage  from  the  middle  meningeal  artery  by 
plugging  the  foramen  spinosum  with  sterilized  catgut  wool 
instead  of  spending  time  in  ligating  the  artery.  Dr.  Finney  also 
splits  the  dura  at  the  apex  of  the  petrous  portion  of  the  bone, 
getting  in  between  its  layers  and  thus  perfectly  exposing  the 
whole  of  the  ganglion,  which  can  then  readily  be  removed  entire- 
The  difficulty  has  been  with  some  operators  that  they  have  been 
obliged  to  pick  the  ganglion  to  pieces,  and  the  leaving  of  small 
portions  readily  accounts  for  the  irregular  distribution  areas  of 
loss  of  sensation  following  the  operation. 

Dr.  Tiffany  seems  to  indicate  a  novel  method  when  he  speaks 
of  leaving  the  motor  branch  untouched  ;  if,  after  this,  food  does 
not  collect  in  the  cheek  of  the  paralyzed  side,  it  promises  to  be  an 
important  feature  in  future  work  of  this  kind. 

Dr.  B.  E.  Hadra,  of  Galveston,  Tex. — I  regard  Dr.  Tiffany's 
paper,  to  which  we  have  listened,  as  one  of  the  most  valuable 
contributions  that  could  be  brought  before  this  Society.  It  is  of 
great  interest  to  all  of  us.  While  I  cannot  add  anything  to  it,  I 
desire  to  thank  the  Doctor  for  making  the  operation  so  easy,  and 
I  am  satisfied  it  will  find  its  followers  very  soon.  It  is  a  capital 
operation  in  every  sense  of  the  word.  If  the  first  portion  of  the 
fifth  nerve  can  be  preserved,  as  Dr.  Tiffany  states,  we  shall  cer- 
tainly resort  to  this  operation  with  ease  and  confidence.  Again, 
I  thank  him  for  his  excellent  paper. 

Dr.  James  E.  Thompson,  of  Galveston,  Tex. — Of  course, 
there  are  a  good  many  points  that  might  be  brought  forward 
which  would  concern  the  physiologist  and  anatomist  in  connection 
with  Dr.  Tiffany's  paper,  but  from  a  surgical  standpoint  I  have 
been  struck  with  the  ease  of  the  operation  by  this  method. 
When  one  contrasts  it  with  the  bloody  mutilation  that  is  prac- 
tised by  Rose,  in  attacking  the  ganglion  from  beneath,  he  cannot 
help  but  be  impressed  with  the  ease  with  which-  Dr.  Tiffany 
reaches  the  ganglion. 

With  reference  to  controlling  hemorrhage  from  the  middle 
meningeal  artery,  it  can  be  done  with  catgut. 

Another  point  that  struck  me  about  the  operation  was  the  fact 
that  in  some  cases  taste  was  still  retained.  If  Dr.  Tiffany  had 
left  the  superior  maxillary  division  of  the  fifth  nerve,  the  con- 
nection with  Meckel's  gauglion  would  be  intact,  and  the  impulse 
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would  be  transmitted  along  the  chorda  tympani  up  the  facial  and 
along  the  petrosal  nerve  to  Meckel ;  but  he  says  he  removed  the 
maxillary  division,  which  shuts  off  every  track ;  as  he  himself 
suggests,  perhaps  taste  is  retained  by  the  anastomosis  of  the  nerves 
of  opposite  sides.  In  its  physiological  aspect,  the  question  is  of 
the  utmost  importance. 

Dr.  R.  M.  Cunningham. — I  would  like  to  ask  Dr.  Tiffany  if, 
in  dividing  the  motor  branch  of  the  fifth  nerve,  there  was  any 
paralysis  of  the  buccinator  muscle  ? 

Dr.  Tiffany. — The  buccinator  muscle  may  be  interfered  with 
partially  in  this  operation.  It  may  have  been  rendered  paretic, 
but  it  was  not  entirely  paralyzed. 

There  are  two  or  three  suggestions  that  have  been  thrown  out 
of  which  I  shall  speak,  and  first  the  priority  of  the  operation 
between  Hartley  and  Krause.  It  is  due  to  Hartley — there  is  no 
doubt  about  that.  Hartley's  operation  was  done  first.  There  is 
a  change  in  the  anatomy  of  the  relation  between  the  foramen 
spinosum  and  the  foramen  ovale  in  different  people. 

The  case  referred  to  by  Dr.  Kelly  was  doubtless  one  of  the 
cases  in  which  the  middle  meningeal  artery  lay  too  much  iu  front 
of  the  foramen  ovale,  and  in  stripping  the  dura  back  the  vessel 
was  torn.  In  none  of  the  cases  I  operated  on  was  the  meningeal 
artery  near  the  foramen  spinosum  divided,  yet  in  each  case  it  was 
recognized  as  a  pulsating  tube  in  front  of  the  foramen  ovale. 

In  regard  to  the  removal  of  the  entire  Gasserian  ganglion  :  if  it 
is  taken  away,  and  that  part  of  it  that  goes  to  the  eye  is  removed, 
the  nutrition  of  the  cornea  suffers,  and  the  eye  is  lost  by  slough- 
ing.    We  are  taught  this  by  physiologists. 

I  was  so  unfortunate  as  not  to  hear  Dr.  Finney  report  his  cases. 
In  my  cases,  inasmuch  as  the  upper  division  was  not  affected  by 
neuralgia,  I  saw  no  earthly  reason  for  taking  that  part  of  the 
ganglion  away.  It  would  not  be  reasonable  to  remove  that  which 
was  not  affected,  so  I  did  not  do  it. 

The  operation  from  beneath  (Rose's)  is  necessarily  a  very 
bloody  one,  and  the  eye  of  the  patient  was  lost  in  the  first 
operation  ;  since  then  he  has  changed  his  method  of  operating. 

What  Dr.  Thompson  has  said  with  reference  to  physiological 
observation  is  true.  There  is  more  physiology  to  be  learned  than 
surgery  in  this  work.  Operations  have  been  done  on  the  lower 
animals  and  tests  have  been  made  of  areas  of  sensation  ;  but  few, 
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so  far,  have  been  made  on  the  human  being,  and  surgeons,  I  am 
glad  to  say,  are  able  to  offer  the  physiologist  a  new  field  for 
iuvestigation. 

In  regard  to  taste,  we  do  not  know  where  it  resides  before  the 
nerves  are  cut,  hence  cutting  nerves  does  not  increase  or  diminish 
our  knowledge.  It  is  a  question  to  be  decided  by  future  observa- 
tions.    The  thermic  sense  also  is  one  of  which  we  know  little. 


VAGINAL    HYSTERECTOMY    AND    HYSTEREC- 
TOMY BY  M ORCELLEMENT;  THE  VAGINAL 
ROUTE  IN   PELVIC  OPERATIONS   IN 
PLACE   OF   LAPAROTOMY   OR 
THE  ABDOMINAL  METHOD. 


By  Geo.  J.  Engklmann,  M.D., 
St.  Louis. 


The  latest  step  in  the  rapid  development  of  gynecic  surgery 
has  been  the  perfection  of  vaginal  hysterectomy  and  the 
development  and  extension  of  this  operation  in  its  application 
to  other  than  malignant  conditions — in  other  words,  the  adap- 
tation of  the  vaginal  route  to  other  pelvic  operations  which 
hitherto  had  always  been  performed  by  the  abdominal  method. 
This  abandoning  of  the  more  distant  and  dangerous  abdom- 
inal route,  the  operation  of  laparotomy  or  cceliotomy,  in  favor 
of  the  surgical  ideal,  the  attack  of  the  nearly  approximated 
pelvic  viscera  by  the  vaginal  route,  is  certainly  correct  in 
theory,  and  to  judge  by  the  admirable  results  achieved,  suc- 
cessful in  practice,  a  success  which  is  clue  to  the  perfecting  of 
surgical  technique  and  antiseptic  methods,  a  success  which 
may  well  serve  to  exemplify  the  changes  through  which  sur- 
gical methods  and  ideas  have  passed  in  this  last  decade  of 
their  highest  development. 

The  proximity  of  the  uterus  and  its  appendages  to  the 
vaginal  canal  has  naturally  led  to  attempts  to  reach  these 
organs  by  that  most  direct  route,  but  until  of  late  these  efforts 
were  rarely  crowned  with  success.  Oue  of  the  first  known  to 
have  made  persistent  efforts  in  this  direction  was  Robert  Beatty, 
who  seems  to  have  preferred,  and  to  have  faithfully  tried,  the 
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vaginal  route  for  the  removal  of  the  ovaries,  as  did  Sims, 
Thomas,  and  other  American  operators  j1  but  it  was  not  a 
success,  and  operations  begun  by  this  method  were  frequently 
terminated  by  the  abdominal,  so  that  I  was  led  to  operate  by 
the  latter  method  ;  and  in  my  consideration  of  the  technique  of 
the  operation  in  a  paper  read  before  the  American  Medical 
Association  in  1878,  gave  preference  to  the  abdominal  route, 
saying  that  "  by  the  abdominal  incision  the  operation  can 
always  be  completed,  whatever  be  the  condition  of  the  pelvic 
organs,  aud  that  a  wider  scope  is  given  to  the  hand  and  instru- 
ments of  the  operator  than  through  the  vaginal  incision  ;  that 
the  vaginal  operation  is  admissible  only  in  cases  of  non- 
adherent ovaries  displaced  on  the  vagina,"  agreeing  with  Sims, 
who  says  "that  the  operation  can  be  performed  by  the  vagina 
only  when  we  are  sure  that  there  has  been  no  pelvic  inflamma- 
tion, no  cellulitis,  no  adhesion  of  the  ovaries  to  the  neighboring 
organs."  And  now,  on  the  contrary,  I  would  say  that  it  is 
above  all  under  such  conditions,  in  cases  which  can  often  not 
be  completed  by  laparotomy,  when  inflammation  has  pre- 
ceded, when  suppurative  salpingo-ovaritis  and  peritonitis  com- 
plicates the  case,  when  extensive  adhesions  exist,  that  the 
vaginal  operation  is  indicated;2  and  in  extreme  cases,  in 
purulent  bilateral  salpingo-ovaritis  with  adhesions,  matting 
together  of  intestines  and  omentum,  and  multiple  pus  centres, 
the  vaginal  route  is  preferable  if  not  imperative,  and  abdominal 
section  is  relegated  to  simple  non-adherent  cases,  admissible  in 
suppurative  forms  only  if  unilateral  or  if  distinct  enucleable 
centres  exist.     In  difficult  cases  especially  the  vaginal  route 

1  Smaller  ovarian  cysts,  like  enlarged  ovaries,  when  impinging  upon  the 
vaginal  walls,  were  removed  per  vaginam  by  surgeons  now  and  then.  I  recall 
especially  Dr.  Baker,  of  Boston,  and  such  cases  were  published,  but  were  re- 
ceived rather  as  peculiarities,  and  made  little  or  no  impression ;  no  attention 
was  given  them. 

2  In  fact,  this  operation  owes  its  development,  in  a  measure,  to  the  necessity 
of  giving  relief  to  patients  upon  whom  laparotomy  had  been  performed  with 
but  little  benefit,  by  reason  of  the  impossibility  of  completely  removing  the 
diseased  parts.  This  is  true  of  the  15  first  cases  of  Richelot,  who  was  amongst 
the  earliest  operators,  of  some  of  the  first  cases  of  Pean,  and  of  10  of  the  first 
operated  upon  by  Doyen. 
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has  been  successfully  resorted  to  for  operations  upon  the 
pelvic  organs  usually  reached  by  the  abdominal  incision, 
and  all  progress  in  this  direction  is  a  direct  sequence  to  the 
success  of  hysterectomy  by  the  vagina,  which  was  successfully 
performed  and  admirably  described  by  Dr.  Dubourg,1  a  New 
Orleans  physician  in  1846,  although  his  first  operation  was 
performed  as  early  as  1829.  But  though  described  in  this 
country  at  that  time,  it  was  ignored  and  forgotten,  and  it  is 
to  the  French  school,  especially  to  Pean,  that  we  must 
accord  the  credit  of  thoroughly  establishing  the  operation  and 
of  placing  the  vaginal  extirpation  of  the  uterus  for  malignant 
disease  among  the  established  surgical  procedures.2  This  was 
but  seven  or  eight  years  ago,  I  believe  that  I  may  say  that  it 
is  since  the  time  of  the  International  Medical  Congress  held  in 
Washington,  where  the  operation  was  fully  discussed,  that  it 
has  been  universally  accepted.  It  meant  the  removal  of  a  non- 
adherent cancerous  uterus,  not  too  large  to  be  successfully 
delivered  per  vaginam.3  P6an  did  not  stop  here,  his  forci- 
pressure  methods,4  admitting  of  rapid  and  bloodless  operation, 
facilitating  the  work.  Solid  abdominal  tumors  he  had  removed 
in  sections  by  laparotomy  by  reducing  their  size,  and  masses 
too  large  to  be  delivered  per  vaginam  were  removed  in  frag- 
ments, not  only  carcinomatous  uteri,  but  likewise  those  enlarged 
by  inflammatory  processes  or  benign  neoplasms.     This  method 

1  I  am  indebted  to  Dr.  Ernest  S.  Lewis,  of  New  Orleans,  for  this  information, 
and  for  the  pamphlet  itself,  published  in  New  Orleans  in  1846,  in  which  the 
operator,  Dr.  Dubourg,  gives  a  very  complete  description  of  the  operation. 

2  Ere  this  operation  had  become  firmly  established,  Pean,  in  1886,  for  the 
first  time  performed  vaginal  hysterectomy  for  bilateral  suppuration  of  the 
appendages,  and  while  some  doubt  may  exist  as  to  priority,  since  Doyen,  of 
Reims,  claims  to  have  performed  his  first  operation  some  months  previous  to 
this,  no  doubt  can  exist  as  to  the  fact  that  it  was  Pean,  the  famous  surgeon,  who 
gave  impetus  to  the  work  and  a  firm  footing  to  the  new  procedure. 

3  Among  the  best  results  were  those  of  Martin,  with  a  mortality  of  15  per 
cent.,  1886. 

*  The  name  of  Sir  Spencer  Wells  must  not  be  forgotten  in  this  connection, 
as  it  was  he  who  perfected  the  forci-pressure  method  by  doing  away  with  the 
ligature  altogether,  and  leaving  the  hemostatic  forceps  in  situ  as  a  permanency 
(1882),  which  Pean  had  introduced  as  a  prevention  and  temporary  hemostatic, 
replacing  it  by  the  ligature  before  the  completion  of  the  operation. 
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of  segmentation  or  piecemeal  removal  by  morcellement,  as  it 
is  termed,  opened  the  way  for  operative  procedure  upon  the 
pelvic  viscera  in  various  pathological  conditions.  The  appar- 
ently insurmountable  obstacle  presented  by  the  smallness  of 
the  incision  and  even  of  the  vaginal  orifice  was  removed ; 
fibroids  or  fibroid  uteri  extending  as  high  as  the  umbilicus 
were  removed  through  the  small  vaginal  orifice.  Other  French 
surgeons  took  up  the  work,  especially  Segond,  of  Paris, 
Terillon,  Quenu,  Jacobs,1  of  Brussels,  and  a  few  others.  It 
was  found  that  the  appendages  were  readily  reached,  and  with 
them  pus  centres  and  inflammatory  deposits ;  intestinal  injury 
and  shock  were  avoided,  drainage  was  perfect,  and  recovery 
rapid.  The  success  attending  these  operations  in  the  hands  of 
these  eminent  French  surgeons  was  remarkable,  and  yet,  when 
the  facts  were  presented  to  the  International  Congress  of  Gyn- 
ecology at  Brussels,  in  1892,  they  met  with  but  comparatively 
slight  appreciation.  Vaginal  hysterectomy,  simple  or  by  mor- 
cellement, the  removal  of  larger  tumors,  of  the  appendages 
with  the  diseased  uterus  in  bilateral  peri-uterine  suppuration, 
of  inflammatory  deposits  and  pus  centres,  by  the  vaginal 
method,  still  remains  strictly  speaking  a  French  operation. 

PRESENT    STATUS. 

Vaginal  hysterectomy,  be  it  by  ligature,  clamp,  or  forci- 
pressure,  is  now  a  generally  accepted  operation,  but  one  limited 
to  malignantly  diseased  and  to  moderately  enlarged  uteri.  In 
France  and  Belgium,  under  the  leadership  of  Pean,  Bichelot, 
and  Segond  in  Paris,  of  Doyen  in  Reims,  and  Jacobs  in  Brus- 
sels, vaginal  hysterectomy  has  made  marked  progress ;  it  is 
resorted  to  with  astonishing  success,  not  only  for  the  removal 
of  enlarged  and  diseased  uteri  of  all  kinds,  but  for  the  removal 
of  diseased  appendages  together  with  the  uterus,  especially  in 
aggravated  cases  of  bilateral  suppuration,  and  even  for  uni- 
lateral removal  of  the  appendages  ;  the  method  of  removal  by 
morcellement  has  been  extended  to  inflammatory  deposits  and 

1  De  l'Hysterectomie  par  Morcellement  dans  les  Suppurations  pelviennes. 
Brussels,  August,  1891. 
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pelvic  suppuration  with  multiple  pus  centres.  The  results 
are  among  the  marvels  of  modern  surgery.  Pean  cites  66 
cases  without  a  death,  and  Segond  has  but  4  deaths  in  32 
cases,  mostly  desperate  ones  ;  later  he  cites  102  hysterectomies 
for  disease  of  the  appendages,  with  11  deaths,  10.7  per  cent. ; 
Doyen  has  but  2  deaths  in  50  removals  of  tumors  by  morcelle- 
ment,  many  of  them  complicated  with  pelvic  inflammation,  and 
in  28  cases  of  extirpation  of  the  uterus  and  ovaries,  complicated 
with  fibroids  and  pelvic  suppuration,  4  deaths,  2  of  them  being 
among  his  first  cases,  in  all  112  cases.  Kichelot  relates  134 
operations,  with  a  mortality  of  6.7  per  cent.  But  the  record 
of  my  esteemed  friend  Dr.  Jacobs,  of  Brussels,  is  one  which 
speaks  most  earnestly  for  the  advantages  of  the  vaginal  route  : 
125  cases,  he  told  me  in  July,  1893,  many  of  them,  as  I  have 
myself  seen,  most  difficult  and  desperate,  with  but  2  deaths, 
and  these  of  a  nature  not  in  any  way  to  be  attributed  to  the 
operation  itself,  moribund  almost,  with  removal  of  the  pus 
centres  as  their  only  hope.  In  England  and  Germany,  if  we 
except  the  established  operation,  vaginal  hysterectomy  for 
malignant  disease  and  persistent  hemorrhage  or  prolapse,  the 
vaginal  method  has  found  no  favor  as  yet,  it  is  certainly  neither 
appreciated  nor  practised ;  and  in  this  country  but  few  have  as 
yet  given  it  their  attention,  notwithstanding  the  forcible  pre- 
sentation of  the  subject  by  Henrotin,1  the  first  to  operate  in 
this  country,  as  early  as  May,  1892,  and  his  subsequent  efficient 
work  in  this  direction  ;  but  interest  is  now  awakening.  Dr. 
Montgomery,  of  Philadelphia  (Pan-American  Medical  Con- 
gress, September,  1893),  reports  20  cases  with  1  death,  and  Dr. 
Baldy,  who,  like  Eastman  and  others,  has  performed  vaginal 
hysterectomy  so  successfully  for  malignant  disease,  now 
(Philadelphia  Obstetrical  Society,  October,  1893)  strongly 
urges  the  operation  when  disease  of  the  uterus  accompanies 
suppuration  of  the  appendages  ;  and  I  am  convinced  that 
others  of  our  operators,  with  their  brilliant  results  in  ordi- 
nary vaginal  hysterectomy,  will  soon  follow. 

1  Vaginal  Hysterectomy  in  Bilateral  Peri-uterine  Suppuration.     Am.  Journ. 
Obst.,  1892,  No.  4. 
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The  removal  of  larger  tumors  and  of  the  diseased  uterus, 
together  with  the  appendages,  in  cases  of  bilateral  suppura- 
tion, and  inflammatory  deposits  in  the  pelvis,  if  necessary 
by  rnorcettement,  in  other  words,  the  vaginal  method  for 
pelvic  operations,  has  been  most  successful,  and  the  champions 
of  this  cause  to  whom  we  owe  the  rapid  development  of  this 
new  method  are  Pean,  Richelot,  and  Segond  of  Paris ;  Jacobs, 
of  Brussels ;  and  Doyen,  of  Reims.  To  them  I  refer,  above  all 
to  Dr.  Jacobs,  whose  work  it  was  my  good  fortune  to  wit- 
ness more  fully,  and  it  is  upon  my  personal  observation  in 
his  cases  that  my  opinions  are  based.  Various  operators 
differ  somewhat  in  detail  and  in  the  extent  to  which  they 
apply  the  vaginal  method,  possibly  in  the  shape  of  instru- 
ments used,  but  all  resort  to  vaginal  extirpation  by  rnor- 
cettement for  malignant  disease,  fibroid  growths,  bilateral 
suppurative  salpingo-ovaritis,  and  general  circumuterine  or 
pelvic  suppuration. 

The  vaginal  method  takes  the  place  of  coeliotomy  for  the 
following  operations  on  the  pelvic  viscera  : 

1.  Hysterectomy  proper  for  malignant  desease  of  the  uterus, 
carcinomatous,  sarcomatous,  or  adenomatous ;  for  benign 
tumors,  fibromata  and  myomata,  not  extending  above  the 
navel;  painful  metritis  or  hemorrhagic  endometritis  resisting 
treatment ;  for  otherwise  ungovernable  cases  of  prolapse  or 
inversion.  These  are  now  generally  accepted  operations.  The 
novel  features  are  : 

2.  Hysterectomy  for  bilateral  suppurative  disease  of  the 
appendages,  with  accompanying  disease  of  the  uterus. 

3.  All  forms  of  pelvic  suppuration  and  inflammatory 
deposits. 

4.  Removal  of  the  diseased  appendages  of  one  side  only, 
advocated  and  practised  by  Dr.  Jacobs. 

5.  For  minor  operations,  the  breaking  up  of  adhesions,  re- 
placing and  fixation  of  the  uterus,  and  for  purposes  of  examin- 
ation. 

I  refer  only  to  such  cases  in  which  the  vaginal  incision 
takes  the  place  of  the  abdominal  for  pelvic  operation ;  the 
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opening  of  an  abscess  by  knife  or  trocar  as  it  has  always  been 
practised  cannot  be  classed  with  these  procedures,  and  must 
not  be  confounded  with  them  ;  the  opening  of  an  abscess  per 
vaginam  is  as  distinct  a  procedure  and  differs  from  the  opera- 
tion on  the  pelvic  organs  by  the  vaginal  route  as  much  as 
tapping,  the  emptying  of  an  ovarian  cyst  by  the  trocar,  differs 
from  the  operation  of  ovariotomy. 

INDICATIONS. 

The  indication  for  the  operation,  as  hitherto  generally 
accepted,  malignant  disease  of  the  uterus,  has  been  extended 
so  as  to  include  morbid  conditions  of  the  uterus  and  append- 
ages, exudates,  and  circumuterine  suppuration.  Pean  limits 
the  indications  for  hysterectomy  by  morcettement  to  malignant 
and  benign  growths  of  the  uterus,  and  to  all  cases  of  pelvic 
suppuration  treated  to-day  by  laparotomy.  Doyen  agrees  with 
Bouillez  in  saying  that  when  the  appendages  of  both  sides  are 
to  be  sacrificed,  vagiual  hysterectomy,  or  total  castration  (i.  e. 
removal  of  appendages  and  uterus  per  vaginam),  is  preferable 
to  the  removal  of  the  appendages  by  laparotomy,  both  as 
regards  the  immediate  and  the  secondary  or  permanent  results. 
Terrier  gives  as  his  indications,  which  are  accepted  by  Dr. 
Jacobs,  in  addition  to  morbid  conditions  of  the  uterus  itself, 

(1)  the  return  of  suppurative  pelvic  peritonitis  after  laparotomy, 

(2)  suppurative  pelvic  peritonitis  with  fixation  of  the  uterus 
and  multiple  pus  centres,  saying,  that  laparotomy  may  be 
resorted  to  in  enucleable  non-suppurative  salpingo-ovaritis. 
Dr.  Jacobs  has  given  greater  scope  to  this  method  than  any 
other  operator,  and  now  even  applies  it  to  unilateral  cases,  to 
the  removal  of  unilateral  pyosalpinx,  with  most  satisfactory 
results ;  in  one  instance  the  patient  having  given  birth  to  a 
child  since  the  operation.  Segond  still  prefers  laparotomy 
when  operation  is  indicated  in  unilateral  cases,  above  all  uni- 
lateral salpingo-ovaritis  when  non-suppurative.  Local  condi- 
tions and  the  individuality  of  the  case  may  do  much  to  deter- 
mine the  method  of  operation,  but  the  advocates  of  the 
vaginal  route  point  to  the  bilateral  suppurative  conditions  as 
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the  most  urgent  indication,  limiting  the  admissibility  of  lap- 
arotomy to  unilateral  and  to  simple  nou-suppurative  cases. 

METHOD    AND   TECHNIQUE. 

I  can  here  but  outline  in  general  the  method  of  operation 
by  the  vagina,  as  it  is  the  method  and  not  one  of  the  various 
operations  to  which  it  is  applicable  which  I  wish  to  empha- 
size— the  reaching  of  the  pelvic  viscera  through  the  vaginal 
in  place  of  the  abdominal  incision.  We  must  bear  in  mind 
the  operation  of  vaginal  hysterectomy  as  a  type  which  is  ever 
present,  and  may  be  regarded  as  the  foundation  from  which 
the  various  operations  upon  surrounding  parts  have  devel- 
oped, with  but  little  or  no  modification  of  technique. 

The  method  is  that  of  vaginal  hysterectomy  :  The  patient 
is  usually  placed  in  the  lithotomy  position,  which  I  deem 
preferable,  though  Pean  operates  upon  the  side,  in  the  Sims 
position ;  the  vaginal  incision,  encircling  the  cervix,  is  made 
with  a  knife  (Pean,  Segond),  the  ther mo- cautery  (Jacobs),  or 
the  galvano-cautery  (Engelmann).  The  ligature  used  by  many 
for  simple  hysterectomy  has  yielded  to  forci-pressure — hemo- 
stasis  by  the  application  of  multiple  forceps — the  single  clamp 
for  the  ligament  being  rarely  used  in  these  operations.  The 
guiding  principle  is  not  to  cut  without  having  seen  and  without 
having  previously  clamped  in  advance  of  the  proposed  incision. 
This  makes  an  almost  bloodless  and  rapid  operation  possible, 
The  piecemeal  removal  of  large  masses  has  enabled  the  sur- 
geon to  extend  the  application  of  this  method  to  all  pelvic 
work,  and  has  made  it  so  successful  in  the  removal  of  inflam- 
matory deposits  and  of  tumors,  and  in  those  most  dreaded  of 
all  cases,  general  circumuterine  and  pelvic  suppuration,  with 
matting  together  of  parts. 

INSTRUMENTS. 

For  the  rapid  and  successful  performance  of  this  operation, 
properly  adapted  and  strongly  made  instruments  are  abso- 
lutely necessary.  The  Simon  speculum  ;  retractors  of  various 
shapes — short  and  broad,  and  long  and  narrow — in  addition 
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to  the  usual  lateral  retractors  ;  volsellum  forceps,  with  com- 
paratively short  blades,  strong  teeth,  and  long  handles  for  the 
fixation  of  the  uterus,  and  more  powerful  ones  for  the  grasping 
of  the  diseased  tissues.  These  instruments,  especially  the 
latter,  must  be  far  stronger  than  the  volsellum  forceps  in 
general  use.  Haemostatic  forceps  of  great  power  are  needed, 
likewise  with  comparatively  short  blades  and  long  handles, 
which  must  be  of  such  length  as  to  thoroughly  clear  the 
vaginal  orifice  when  left  in  place.  This  length  of  handle  is 
important,  so  that  the  hand  of  the  surgeon  may  not  be  inter- 
fered with  during  the  operation  by  the  numerous  forceps 
which  remain  in  situ,  hanging  out  of  the  vagina  from  liga- 
ments and  vessels.  A  strong,  straight  bistoury;  strong  scis- 
sors, powerful  enough  to  cut  the  gristly  fibroid  tissue  (one 
pair  straight,  one  slightly  curved);  a  strong  galvano-cautery 
knife  for  the  vaginal  incision,  or  the  thermo-cautery  with  a 
knife-blade  slightly  curved  upon  the  flat. 

The  number  of  assistants  necessary  is  greatly  reduced  if 
the  plan  of  Jacobs  is  followed,  by  using  the  heavy,  self- 
retaining  speculum  and  the  "  Beinhalter  "  of  Sanger. 

THE   OPERATION. 

After  the  usual  preparation,  above  all,  the  most  thorough 
antisepsis  of  the  vagina,  the  cervix  is  seized  with  the  smaller 
volsellum  forceps,  securely  grasped,  so  that  a  certain  force 
may  be  exercised,  and  much  is  often  needed.  The  vaginal 
mucosa  is  then  incised  with  the  cautery,  encircling  the  cervix 
as  near  to  the  os  as  it  is  possible — in  non-malignant  cases ; 
in  the  malignant  we,  of  course,  escape  the  infiltrated  tissue. 
The  tissue  is  then  pushed  back  with  the  finger,  anteriorly, 
posteriorly,  and  laterally,  under  irrigation,  until  the  perito- 
neum is  reached,  posteriorly  in  the  Douglas  or  anteriorly  in 
the  vesical  reflexion,  as  seems  most  advantageous  in  the 
individual  case,  the  Douglas  being  preferred.  This  is  pre- 
paratory to  any  one  of  the  operations  in  which  the  uterus  is 
involved.  If  the  appendages  of  one  side  only  are  to  be 
removed,  a    pus    centre    is    to  be  enucleated,  or   adhesions 
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broken  up,  the  vaginal  incision  is  limited  to  the  posterior  and 
lateral  circumference  of  the  cervix  and  the  work  is  done 
through  this,  opening.  The  lower  portion  of  the  uterus  hav- 
ing been  denuded,  forceps  are  placed  upon  the  corresponding 
segment  of  the  broad  ligament ;  the  uterine  artery  and  the 
tissues  are  severed  as  far  as  the  vessels  are  controlled.  De- 
nudation is  continued,  and  the  corresponding  upper  portion 
of  the  broad  ligament  is  clamped  until  all  vessels  are  con- 
trolled ;  pressure  forceps  are  likewise  applied  previous  to  the 
removal  of  the  appendages,  when  this  is  desirable.  Where 
piecemeal  removal — morcellement — is  necessary,  the  uterus  is 
divided  transversely  into  two  halves,  after  liberation  of  the 
neck,  and  section  after  section  is  excised,  after  guarding 
against  hemorrhage  by  properly  placed  forceps  and  by  the 
grasping  with  the  strong  volsella  above  the  point  of  insertion 
of  the  knife,  and  this  is  repeated  until  the  morcellement  of  the 
uterus  is  complete,  be  it  only  a  moderate  enlargement  or  a 
fibroid  mass  extending  into  the  abdominal  cavity. 

In  this  same  manner  inflammatory  masses  in  the  pelvis  are 
treated,  and  there  can  be  but  little  loss  of  blood  if  this  prin- 
ciple of  forci-pressnre  for  hsemostasis  before  the  use  of  knife 
or  scissors  is  properly  carried  out. 

During  the  peeling-out  process,  such  pus  centres  as  are 
within  reach  are  opened  if  they  cannot  be  enucleated,  and 
the  pus  escapes  through  the  vaginal  opening.  Irrigation 
is,  of  course,  freely  resorted  to.  Sometimes  such  pus  centres 
can  be  peeled  out  without  bursting ;  but  it  is  true  of  these, 
as  it  is  true  of  any  part  of  the  firmly  imbedded  uterus,  that 
if  it  cannot  be  dragged  down  or  enucleated,  as  much  as  is 
possible  is  cut  away  and  the  firmly  adherent  remnants  left 
in  place  without  fear.  The  appendages  are  liberated  and 
removed  after  preliminary  hsemostasis,  and  in  suppurative 
cases  such  pus  centres  as  have  not  been  opened  in  the  libera- 
tion of  the  uterus  are  searched  for  during  the  liberation  and 
removed  of  the  appendages,  aud  opened  whenever  they  cannot 
be  enucleated,  removing  all  that  can  be  removed,  leaving  such 
parts  as  cannot  be  liberated  or  cut  aivay — a  principle  which 
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is  followed  with  perfect  safety  and  is  true  of  inflammatory 
masses  about  the  uterus  or  the  appendages.  The  possibility 
of  such  methods  permits  rapidity  of  operatiou,  and  suc- 
cessful operation  in  otherwise  impossible  cases,  impossible 
by  laparotomy  on  account  of  the  difficulty  of  reaching  the 
parts  through  the  agglutinated  mass  of  intestines  and  omen- 
tum, and  on  account  of  the  uncertain  upward  drainage. 
The  success  of  these  manipulations  is,  moreover,  to  a  great 
extent  due  to  the  perfect  drainage  which  is  necessitated  by 
the  removal  of  the  central  uterine  mass  and  the  forceps,  which 
remain  and  keep  open  this  most  favorable  of  all  passages  for 
remaining  secretions ;  much  is  also  owing  to  the  primary  in- 
cision with  the  cautery,  which  I  look  upon  as  of  great  impor- 
tance ;  it  saves  much  time,  there  is  no  hemorrhage,  no  time 
lost  by  ligation  or  sewing,  malignant  nodules  are  destroyed  if 
present,  infection  from  secretions  from  above  and  from  the 
outpouring  pus  is  prevented,  and  drainage  is  necessitated, 
even  if  the  forceps  did  not  remain,  as  speedy  union  is  im- 
possible. 

The  advantage  of  forci-pressure  over  the  ligature  for 
hsemostasis  is  undoubted  in  intricate  operations ;  it  is  a  method 
I  have  to  a  great  extent  followed  ever  since  P6an  and 
Kcaberle  devised  the  first  instruments  known  to  me,  over 
twenty  years  ago.  Their  advantage  in  this  operation  is  evi- 
dent ;  to  quote  Dr.  Jacobs  :  "  We  owe  to  the  forceps  rapidity, 
greater  security  against  hemorrhage,  the  absence  of  the  pos- 
sible danger  of  infection  which  we  have  from  the  suture  itself, 
and  drainage,  which  of  necessity  follows  the  leaving  in  place 
of  the  pressure  forceps."  And  he  calls  attention  especially  to 
the  advantage  gained  by  passing  the  di'essiug  above  the  point 
of  the  forceps,  and  thus  holding  the  intestines  well  away  from 
the  wound. 

ADVANTAGES   OF    THE   VAGINAL   KOUTE. 

The  advantages  of  the  vaginal  route  for  all  pelvic  operations 
to  which  it  is  applicable  are  :  the  proximity  of  the  parts  to  the 
hand  of  the  operator  ;  the  possibility  of  controlling  the  work 
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of  knife  and  scissors  by  the  eye ;  the  rapidity  of  operation, 
which  is  made  possible  by  the  absence  of  ligature  or  suture  ; 
the  absence  of  hemorrhage  by  the  application  of  forci-pressure 
before  section;  the  avoidance  of  the  peritoneal  cavity  proper ; 
no  visible  cicatrix  is  left,  and  the  possibility  of  ventral  hernia, 
which  is  not  infrequent  after  the  abdominal  operation,  is  done 
away  with.  To  the  avoidance  of  the  abdominal  cavity  proper 
I  mainly  attribute  the  absence  from  shock  which  is  claimed 
for  these  operations,  and  it  has  certainly  been  proven  a  truth 
as  far  as  I  have  seen.  The  vaginal  opening  appears  as  the 
natural  route  for  operation  upon  parts  below  the  pelvic  brim, 
above  all  in  cases  of  suppuration.  Not  only  the  proximity 
of  the  parts,  the  more  or  less  complete  boarding  off  of  the 
peritoneal  cavity,  but  above  all  the  perfect  drainage,  the 
natural  downward  drainage  through  the  central  canal,  with- 
out any  possibility  of  stagnation  of  fluids,  a  drainage  which 
is  ideal  after  cautery  incision  and  forci-pressure.  No  visible 
cicatrix  is  left,  and  the  possibility  of  ventral  hernia,  which 
is  not  infrequent  after  the  abdominal  operation,  is  avoided. 
Injuries  to  the  viscera  can  be  as  readily  remedied  as  during 
operation  by  the  abdominal  iucision ;  but  they  rarely  occur, 
as  the  intestines  are  hot  likely  to  come  into  view.  Hem- 
orrhage which  cannot  be  controlled  by  the  forceps,  oozing 
from  torn  surfaces,  can  be  controlled  by  the  gauze  tampon. 
The  one  objection  is  the  necessarily  small  field  of  operation, 
the  smallness  of  the  opening,  which  would  limit  the  oppor- 
tunities for  this  method  were  it  not  for  the  possibility  of 
morcellement,  which  admits  of  the  successful  removal,  which 
I  was  fortunate  enough  to  witness  at  the  hands  of  Segond, 
of  large  fibroid  tumors  extending  as  high  as  the  umbilicus, 
or  of  fibroid  tumors  and  inflammatory  masses  almost  filling 
the  pelvic  cavity,  as  was  proven  to  me  by  Dr.  Jacobs.  As 
a  method  the  vaginal  operation  is  not  to  replace  that  by 
abdominal  incision,  but  it  is  to  enlarge  the  field  of  the  surgeon 
and  to  facilitate  his  work. 

The  vaginal    operation  I  look   upon  as  the  operation    of 
choice  in  cases  of  extensive  inflammation  and  suppuration, 
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and  whenever  practicable  it  should  be  resorted  to,  by  reason 
of  its  simplicity  and  rapidity  and  on  account  of  the  avoidance 
of  the  abdominal  cavity.  The  very  adhesions  which  form  an 
obstruction  in  our  efforts  to  reach  the  pelvic  viscera  by  abdom- 
inal incision,  the  matting  together  of  intestines  and  omentum, 
are  a  protecting  guard  against  that  dangerous  cavity  in  opera- 
tions by  the  vaginal  route.  Those  familiar  with  the  operation 
are  enthusiastic  in  its  favor,  and  well  they  may  be  if  we  con- 
sider the  results  achieved,  successful  results  in  those  cases 
which  are  most  to  be  dreaded  when  approached  by  the  abdom- 
inal incision.  I  refer  to  the  various  forms  of  pelvic  suppura- 
tion. In  view  of  these  results,  I  am  tempted  to  indorse  the 
opinion  of  those  who  say  that  the  operation  by  abdominal 
incision  should  be  limited  to  cases  with  enucleable  pus  sacs  or 
to  simple  non-suppurative  salpingo-ovaritis. 

In  comparing  the  relative  advantages  of  the  vaginal  and  of 
the  abdominal  methods,  operations  including  the  appendages 
and  operations  for  circumuterine  or  pelvic  suppuration  of 
the  pelvic  organs  alone  need  be  considered,  as  the  superiority 
of  the  vaginal  route  for  extirpation  of  the  uterus  itself  is  now 
too  well  established ;  for  bilateral  pyosalpinx  with  serious 
affection  of  the  neighboring  tissue  the  vaginal  method  is  the 
method  of  choice,  and  in  cases  of  pelvic  suppuration  with  mul- 
tiple centres  it  is  a  necessity,  as  this  is  always  a  difficult  and 
dangerous  operation  by  the  abdominal  route,  and  one  which 
must  frequently  be  abandoned  as  incomplete.  Hysterectomy  by 
morcellement  also  affords  a  far  greater  probability  for  a  cure  for 
pyosalpinx  of  gonorrhoeal  origin — a  cure  which  would  appear 
probable  or  possible  only  by  this  method  of  operation,  because 
it  admits  of,  if  it  does  not  necessitate,  the  removal  of  the  uterus 
as  well ;  and  I  believe  that  removal  of  that  organ  in  these  cases 
is  a  necessity — that  the  imperfect  results  which  accompany  so 
many  of  the  so-called  successful  operations  for  pyosalpinx  and 
pelvic  suppuration  by  the  abdominal  incision  are  due  to  the 
leaving  of  the  uterine  body :  within  the  uterine  mucosa  and  the 
remnants  of  the  tubes  is  left  the  nidus  of  disease,  and  a  cure, 
a  restoration  to  health,  by  the  mere  removal  of  the  larger  pus 
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centres  is  improbable.  Notwithstanding  that  the  operation 
is  still  young,  some  of  its  most  striking  results  have  been 
achieved  by  the  completion  of  operations  unsuccessfully  begun 
by  abdominal  incision  and  by  the  removal  of  that  remaining 
nidus — the  uterine  body — in  patients  who  had  recovered  from 
removal  of  the  appendages  by  abdominal  section,  but  to  whom 
health  was  not  restored  until  the  final  hysterectomy  by  the 
vaginal  route.  I  will  repeat  that  in  those  cases  in  which 
gonorrhoea!  affection  has  led  to  tubal  and  pelvic  disease  a  cure 
without  the  complete  removal  of  the  iufected  uterus  and  the 
tube  in  its  entirety  would  seem  impossible,  hence  vaginal 
hysterectomy  by  morcellement  should  take  precedence  in  such 
cases. 

The  after-treatment  is  simple,  and  as  my  own  experience 
does  not  extend  beyond  hysterectomy  for  malignant  disease 
of  the  uterus  I  cau  speak  only  of  the  cases  I  have  seen 
in  the  hospital  of  Dr.  Jacobs  near  Brussels ;  recovery  with- 
out untoward  symptoms  of  any  kind,  without  rise  of 
pulse  or  temperature,  was  the  rule ;  removal  of  the  forceps 
after  forty-eight  hours,  change  of  dressing ;  then  the  use  of 
frequent  vaginal  douches,  the  sitting  up  of  the  patient  on  the 
fifth  day,  closing  of  the  vaginal  wound,  and  dropping  off  of 
the  eschar  on  the  thirteenth  or  fourteenth  day — phenomenal 
results. 

In  conclusion,  let  me  say  that  I  would  urge  the  vaginal 
route  for  pelvic  operation  ;  above  all,  hysterectomy  by  morcel- 
lement whenever  possible,  not  alone  by  reason  of  the  advan- 
tages presented  and  the  success  of  such  operation,  but  because 
of  the  greater  familiarity  with  the  pelvic  viscera,  the  greater 
tactile  dexterity  obtained,  which  must  lead  the  gynecic  sur- 
geon to  a  more  thorough  and  precise  knowledge  of  these  parts, 
and  will  inaugurate  a  new  era  in  pelvic  surgery. 

The  safety  and  facility  with  which  such  operations  can  be 
performed  opens  up  an  entirely  new  field  for  minor  operation — 
the  breaking  up  of  adhesions,  the  replacing  of  the  uterus,  and 
the  examination  of  the  many  and  important  parts  within  reach 
of  the  finger. 
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I  will  close  with  the  views  emphasized  by  Dr.  Jacobs,  the 
enthusiastic  advocate  of  vaginal  operation,  who  urges  vaginal 
hysterectomy  by  morcellemenl  for  the  removal  of  malignant 
and  benign  tumors  of  the  uterus ;  but,  above  all,  for  pelvic  sup- 
puration and  bilateral  pyosalpinx,  as  he  claims  that  removal  of 
the  uterus  is  necessary,  that  trouble  invariably  remains  within 
the  uterus  and  the  termini  of  the  tubes  when  the  tube,  the  main 
pus  centre,  only  is  removed  by  coeliotomy  ;  he  would  even  see 
unilateral  cases  treated  through  the  vaginal  opening.  It  is  the 
operation  par  excellence  in  pelvic  suppuration  with  multiple  pus 
centres,  as  the  abdominal  cavity  is  completely  shut  off,  drain- 
age is  perfect,  and  partial  removal  is  admissible.  Exudates  and 
pelvic  deposits  he  would  treat  by  this  method  where  a  rapid 
cure  is  a  necessity.  In  the  working-woman,  who  has  neither 
time  nor  means  to  devote  to  the  tedious  treatment  necessary, 
the  removal  of  the  uterus  and  its  appendages  by  the  vaginal 
route  leads  to  speedy  and  perfect  recovery,  certainly  to  a  quick 
relief,  which  is  possible  by  no  other  means. 

If  I  have  quoted  so  freely  the  opinions  of  my  esteemed 
friend  it  is  because  I  owe  to  him  my  appreciation  of  this 
method,  a  method  which  I  shall  henceforth  adopt  for  all 
suitable  cases. 

[Note. — February  15,  1894.  ,The  opportunity  is  now 
afforded  me  in  revising  the  proof  of  adding  a  few  words 
which  seem  essential  in  this  period  of  progressive  surgery, 
remembering  that  this  paper  was  read  in  November,  1893. 
Since  then  vaginal  hysterectomy  has  become  more  firmly  estab- 
lished and  more  generally  understood  and  appreciated,  and 
with  experience  and  improvement  in  technique,  the  operation 
presents  now  a  minimal  mortality ;  in  view  of  the  facts  now 
presented,  I  can  safely  say  that  vaginal  hysterectomy  has 
proven  superior  to  the  operation  by  abdominal  section,  both 
as  regards  mortality  and  permanent  results.  Doyen  now  cites 
112  cases,  with  6  deaths,  a  mortality  of  5.4  per  cent.,  and 
Jacobs  has  reached  his  200th  case,  with  a  mortality  of  only 
3  per  cent.,  better  even  than  the  previously  recorded  results 
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of  Richolet,  6.7  per  cent,  in  134  cases,  30  of  which  were  for 
pelvic  suppuration,  with  a  mortality  of  10.2  per  cent.  In 
considering  these  figures  it  must  be  remembered  that  many 
of  these  operations  were  in  desperate  cases,  in  which  laparotomy 
would  appear  hazardous  or  uncertaiu,  or  in  which  abdominal 
section  had  been  attempted  or  had  been  performed,  and  had 
led  to  imperfect  results. 

The  operation  is  gaining  ground  in  this  country,  and  in 
Germany  it  has  been  taken  up  by  Sanger,  by  Leopold,  and 
Landau,  possibly  by  others  as  well ;  the  mortality  is  low,  the 
results  are  good,  and  ere  long  vaginal  hysterectomy  will  be 
as  firmly  established  and  as  universally  accepted  for  the  treat- 
ment of  pelvic  suppuration  as  it  now  is  for  malignant  disease 
of  the  uterus,  and  the  vaginal  method  will,  by  reason  of 
safety,  rapidity,  and  success,  replace  abdominal  section  in 
suitable  cases.] 

DISCUSSION. 

Dr.  R.  B.  Maury,  of  Memphis,  Tenn. — I  shall  occupy  the 
attention  of  the  Association  for  a  few  moments  only.  I  have 
never  done  the  operation  by  the  Pean-Segond  method,  and  per- 
haps for  that  reason  I  am  not  a  judge  of  its  merits.  I  have, 
however,  studied  the  method  very  carefully,  and  endeavored  to 
ascertain  the  results  as  they  have  been  obtained  in  France.  The 
conclusion  that  I  have  arrived  at  is  that  the  Pean-Segond  method 
is  a  step  backward.  It  is  proposing  to  deal  with  intra-peritoneal 
lesions  through  the  vagina.  Professor  Pozzi,  who  has  done  the 
operation  a  number  of  times  and  who  has  canvassed  the  situa- 
tion in  every  respect,  states  that  the  mortality  from  it  is  greater 
than  in  dealing  with  these  lesions  by  laparotomy.  When  we 
come  to  look  at  the  intra-peritoneal  lesions  which  we  have  been 
dealing  with  by  laparotomy,  and  which  I  would  enumerate  (1) 
as  large  ovarian  abscesses,  sometimes  occupying  the  entire  pelvis, 
and  composed  of  a  number  of  separate  and  independent  compart- 
ments with  the  most  dense  adhesions  ;  (2)  large  pus  tubes  of  the 
same  dimensions  with  multiple  compartments ;  (3)  what  we  would 
call  strictly  intra-peritoneal  abscesses,  walled  in  by  coils  of 
intestine,  bladder,  uterus,  etc.,  at  the  base  of  which  lesion  there 
is  a  ruptured  pus  tube  ;  (4)  and  lastly,  a  complicated  condition, 
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the  pelvis  being  filled  up  with  a  mass  which,  when  unravelled,  is 
found  to  be  composed  of  a  suppurating  dermoid  cyst,  a  large  pus 
tube,  and  perhaps  a  parovarian  cyst,  I  cannot  see  how  it  is  pos- 
sible to  reach  these  different  cavities  ;  and  still  further,  how  it  is 
possible  to  enucleate  them.  From  my  observation  in  regard  to 
these  lesions,  I  am  compelled  to  conclude  that  the  operation  by 
the  vaginal  route  is  necessarily  an  incomplete  one,  and  it  will  be 
many  years  before  we  can  appreciate  its  value.  A  still  longer 
time  must  elapse  before  we  can  get  the  subsequent  histories  of 
these  cases  to  find  out  whether  the  cure  is  permanent. 

Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala. — The  paper  just 
read  deals  very  thoroughly  with  operations  through  the  vagina ; 
but  it  seems  to  me  that  there  is  only  one  class  of  cases,  outside 
of  the  removal  of  the  uterus  for  cancer,  in  which  we  are  war- 
ranted in  resorting  to  the  procedure  outlined  by  Dr.  Engelmann. 
I  refer  to  those  cases  of  large  abscesses  in  the  pelvis  associated 
with  pus  tubes  and  ovarian  trouble,  or  due  to  traumatism  or 
puerperal  sepsis,  in  which  the  patient's  life  is  very  much  jeop- 
ardized and  in  a  condition  that  she  could  not  stand  a  serious 
surgical  procedure ;  in  other  words,  in  which  it  is  necessary  to 
do  a  life-saving  operation.  I  believe  in  cases  of  this  kind  that 
an  opening  through  the  vagina  to  evacuate  the  pus  will  bridge 
the  patient  over  until  she  can  stand  a  more  radical  operation, 
which  should  be  done  from  above,  and  the  diseased  tube  and 
ovary  removed.  Sometimes  by  evacuating  these  abscesses  we 
have  the  patient  cured,  because  a  ruptured  tube  is  drained 
through  the  abscess,  and  the  drainage  that  the  tube  or  ovary 
receives  sometimes  relieves  the  patient,  so  that  another  operation 
i3  not  called  for.  We  have  all  seen  cases  of  this  kind,  just  as 
we  have  cases  of  appendicitis  cured,  in  which  an  abscess  is 
formed,  by  opening  the  abscess  without  disturbing  the  appendix, 
the  appendix  having  been  drained  and  relieved  through  the 
drainage  of  the  abscess.  Certainly  the  best  route  to  the  pelvic 
organs  is  through  the  abdominal  incision.  You  can  feel  and 
see  what  you  have,  and  can  deal  with  it  with  much  more  safety 
than  you  can  through  the  vagina.  I  think  it  is  only  a  matter 
of  time  when  vaginal  hysterectomy  will  be  supplanted  by  the 
high  operation.  The  Trendelenburg  position  gives  the  operator 
such  a  satisfactory  view  of  the  pelvic  organs  that  the  total  removal 
of  the  uterus  from  above  is  not  a  very  difficult  procedure. 
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Dr.  C  Kollock,  of  Cheraw,  S.  C. — I  have  listened  to  my 
friend  Dr.  Engelmann's  paper  with  a  good  deal  of  interest,  and 
the  subject  has  been  very  clearly  and  ably  presented.  I  formed 
the  opinion  some  years  ago  that  an  abdominal  section  was  the 
safest  way  of  removing  the  uterus  and  appendages.  I  have  seen 
them  removed  several  times  by  the  vaginal  route,  and  most  of 
them  that  I  saw  operated  upon  in  this  manner  terminated  fatally. 
Two  cases  I  had  were  for  epithelioma  of  the  uterus,  which  I  re- 
moved by  abdominal  section.  A  gentleman  whom  I  called  in 
consultation  said  I  could  not  remove  it  in  that  way.  I  tried  it, 
and  found  no  difficulty.  In  operating  by  the  vaginal  route  there 
is  more  or  less  guesswork,  and  you  are  not  certain  about  any- 
thing. By  abdominal  section  everything  is  before  you.  How- 
ever, the  two  cases  operated  on  by  the  abdominal  method  were 
successful.  The  patients  are  now  living.  One  of  the  operations 
was  done  five  years  ago ;  the  patient  has  gained  thirty-eight 
pounds  in  flesh.  The  other  was  done  eighteen  months  since,  and 
she  expresses  herself  as  well  as  she  ever  was. 

Dr.  Joseph  Price,  of  Philadelphia. — The  presentation  of  the 
subject  of  the  vaginal  route  is  full,  thorough,  and  complete,  and 
is  very  interesting.  Dr.  Engelmann  has  good  authority  and  an 
immense  amount  of  valuable  work  to  back  him.  But  there  are 
a  few  arguments  against  this  procedure.  I  will  make  the  statement 
that  it  is  my  impression  we  will  have  to  come  to  complete  extirpation 
in  all  operations  from  above — that  we  will  come  to  hysterectomy. 
The  operation  will  be  the  complete  method  from  above,  and  it 
will  be  a  simple  and  rapid  procedure,  very  much  more  simple 
than  the  procedures  we  have  at  present.     I  will  return  to  them. 

A  word  in  regard  to  the  discussion,  now  and  also  of  yesterday, 
of  the  cure  of  pus  from  below  by  incision  and  puncture.  This  is 
an  ancient  method  of  treatment,  and  I  have  thought  it  ought  to 
be  set  aside  long  ago.  I  allude  to  a  case  here  well  known  to  Dr. 
McGuire.  The  patient  received  the  benefit  of  well-directed 
treatment  by  the  vaginal  method.  A  huge  pus  sac  was  incised 
and  drained.  It  was  a  typical  case.  She  improved  at  once  and 
went  home.  Notwithstanding  the  evacuation  of  pus,  and  the 
surgery  was  perfect,  it  refilled,  as  all  of  these  cases  do.  It  is 
almost  impossible  to  reach  all  of  the  multiple  pus  sacs  alluded  to 
by  Dr.  Maury,  by  the  vaginal  method. 

Someone  has  alluded  to  the  honeycombed  condition  of  these 
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cases  and  the  evacuation  of  all  of  the  pus  sacs ;  but  in  a  case  of 
extensive  necrosis  of  the  femur  or  humerus  you  would  not  chisel 
open  a  half-dozen  windows  and  leave  the  old  sequestrum  to  come 
away  in  the  next  ten  years.  I  draw  this  picture  to  demonstrate 
the  condition  of  affairs  that  will  remain  by  such  treatment. 
Men  of  large  and  varied  experience,  like  Munde,  Thomas,  and 
others,  ask,  How  are  we  to  cure  them  ?  Patients  are  walking 
about  with  five  or  six  drainage-tubes  in  the  vaginal  vault. 

Large  cancerous  uteri  have  been  alluded  to.  They  are  the 
filthiest  things  in  the  world  to  deal  with.  Those  beginning  in 
the  fundus,  sarcomatous  or  other,  with  a  healthy  cervix  are  the 
nastiest  things  we  have  to  deal  with.  It  is  best  to  put  in  one  or  two 
stitches  and  close  the  cervix,  and  do  the  upper  operation  in  all  such 
cases.  Hereafter  I  shall  do  it.  The  uterus  is  easily  punctured, 
and  everything  tears  away  readily.  You  will  have  a  filthy 
pelvis  in  a  few  seconds.  Smallness  with  rigidity  in  the  soft 
parts  in  these  cases  is  a  contra- indication  to  the  lower  operation. 
You  very  well  know  that  the  accidents  incident  to  parturition 
interfere  with  normal  dilatation  ;  yet  the  traumatism  and  injuries 
are  extensive,  and  the  mortality  not  small.  I  allude  to  smallness 
and  rigidity  in  virgins,  spinsters,  and  non-childbearing  women, 
suffering  from  multinodular  fibroids,  as  being  difficult  operations 
by  the  vaginal  method.  While  it  is  true,  as  Dr.  Kollock  says, 
we  operate  in  the  dark  more  or  less  by  the  vaginal  method,  still 
the  Doctor  is  scarcely  correct  in  regard  to  the  methods.  The 
methods  are  sufficiently  positive  and  satisfactory.  Opening  the 
posterior  and  anterior  vaginal  walls  by  half-moon  incisions  by 
sharp  scissors  is  a  rapid  and  safe  procedure.  Opening  the 
peritoneal  cavity  is  a  safe  procedure,  and  a  combination  by  the 
methods  referred  to,  of  clamping  forceps  laterally,  are  safe  and 
satisfactory  procedures.  I  object  to  the  cautery  in  beginning  an 
operation  of  this  character;  it  is  slow,  tedious,  and  favors 
sloughing,  which  must  take  place  about  such  tissues,  and  I 
believe  it  really  favors  infection.  The  union  is  speedy  without 
the  cautery  and  clean  incisions,  as  it  is  in  other  parts  of  the 
body. 

Dr.  Engelmann  has  alluded  to  the  rapidity  with  which 
patients  recover  and  early  convalescence  and  locomotion.  What 
he  has  said  about  drainage  is  true  about  the  vaginal  method.  It 
is  a  strong  argument  in  favor  of  drainage.      The   amount  of 
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drainage  following  all  vaginal  operations  is  simply  surprising. 
Keith  and  others  allude  to  this.  It  has  given  more  confidence  in 
drainage  following  a  clean,  perfectly  satisfactory  vaginal  hys- 
terectomy. 

I  have  alluded  to  smallness  with  rigidity.  The  Germans  use 
huge  retractors  and  make  large  incisions.  There  is  more  trau- 
matism, more  surgery  in  a  procedure  of  that  character  than  there 
would  be  with  a  small  incision  which  goes  through  unimportant 
structures  in  the  anterior  abdominal  wall,  in  which  you  really 
have  no  shock  by  the  incision  above  the  pubic  arch. 

We  have  discussed  the  merits  of  the  short  and  long  incision, 
and  the  importance  of  the  latter  in  some  cases.  With  a  short 
incision  you  may  see  everything.  Most  operators  have  found 
extensive  complications  above;  they  have  had  to  deal  with 
omental  adhesions,  and  dealt  with  them  wisely  to  avoid  post- 
operative sequelae.  You  may  remember,  some  of  you,  that  some 
time  ago  Coe  did  ten  vaginal  hysterectomies  and  reported  bowel 
obstruction  following  in  two  cases.  The  splendid  statistics  given 
by  Dr.  Engelmann  say  nothing  about  post-operative  sequelae,  or 
omental  and  intestinal  adhesions  remaining  unrelieved  after  the 
vaginal  method.  After  the  removal  of  the  uterus  with  a  variety 
of  adhesions  above  there  is  an  increased  risk  of  bowel  obstruction. 

Dr.  Engelmann. — I  see  that  I  have  not  been  thoroughly 
understood.  I  will  say  that,  theoretically,  I  had  held  the  ideas 
which  have  been  expressed  here  to-day.  I  heard  this  matter 
discussed  in  Brussels  before  the  Gynecological  Congress  in  1892, 
but  it  made  very  little  impression  on  me,  and  it  was  not  until  I 
Saw  and  followed  the  work  done  by  my  friend  Dr.  Jacobs  that  I 
was  ready  to  express  the  opinions  I  have  to-day.  Some  of  the 
gentlemen  have  spoken  of  vaginal  incision,  puncture,  and  drain- 
age, procedures  comparable  in  no  way  to  operation  by  the  vaginal 
route.  I  did  not  refer  to  such  simple  and  well-known  procedures, 
but  to  the  enucleation  or  removal  of  growths  as  we  practise  them 
by  the  abdominal  incision.  The  operation  involves  the  complete 
removal  of  pelvic  masses.  The  smallness  of  the  vaginal  opening 
does  not  contra-indicate  the  operation  as  I  supposed  it  would  do. 
Unquestionably,  antisepsis  and  asepsis  in  these  cases  must  be 
complete;  and  as  for  the  post-operative  sequelae  alluded  to  by 
Dr.  Price,  time  has  not  sufficiently  elapsed  to  speak  with  absolute 
certainty  about  them ;  but  the  intestines  do  not  suffer  as  a  result 
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of  operation  by  the  vaginal  route.  When  we  enter  by  the  ab- 
dominal incision  we  break  through  the  adhesions  which  form  a 
protecting  roof  for  the  pelvic  viscera  ;  but  if  we  attack  this 
region  from  below  we  leave  them  and  do  not  interfere  with  them. 
In  many  cases,  of  course,  we  have  to  separate  adhesions,  and  it  is 
done  as  we  cannot  do  it  in  working  from  above.  If  bleeding 
occurs,  the  tampon  answers  where  forceps  will  not  control  it.  It 
is  only  when  the  parts  are  bound  up  with  the  intestines  that  we 
have  to  break  up  adhesions.  Practically,  such  inflammatory 
conglomerations  favor  the  result,  as  they  fence  off  the  pelvic  from 
the  peritoneal  cavity.  Incision  and  drainage  do  not  constitute 
this  operation.  I  will  add  that  peculiar  instruments  are  neces- 
sary. With  the  ordinary  instruments  in  our  hands  we  cannot  do 
the  operation  as  it  should  be  done ;  strong  volsella  are  required, 
long,  strong  retractors,  and  strong  knives  and  scissors.  The 
results  are  different  from  those  which  we  see,  as  a  rule,  in  the 
different  vaginal  operations  now  generally  practised  here  ;  and  I 
feel  sure  it  is  a  method  worthy  of  trial,  and  once  tried  will  be 
more  frequently  resorted  to. 


EEMARKS  ON  THE  SURGICAL  TREATMENT  OF 
EPILEPSY. 


By  B.  E.  Hadra,  M.D., 
Galveston,  Texas. 


It  seems  to  be  nothing  but  germane  to  our  pathological 
views  that  a  disease  which  is  so  well  characterized  by  its 
specific  symptoms  as  the  so-called  idiopathic  or  genuine 
epilepsy,  should  have  its  detectable  morbid  substratum.  Still, 
only  recently  have  investigations,  and  prominently  those  of 
Van  Gieson,  thrown  some  light  on  such  cases  that  heretofore 
have  been  wrapped  up  in  the  mysterious  cloak  of  purely  func- 
tional morbidity.  The  difficulty  is,  that  it  takes  an  expert 
microscopist  to  detect  the  tissue-changes,  and  that  the  ex- 
amination had  to  be  made  during  the  operation,  unless  it 
should  be  preferred  to  operate  in  two  stages.  But,  aside  from 
the  idiopathic  form  of  epilepsy,  and  even  there,  where  gross 
changes  are  present,  the  correct  determination  of  their  seat 
and  extent  is  not  always  easy.  For,  I  think,  there  is  no  doubt 
that  while  epilepsy  is  only  a  symptom  of  very  different  dis- 
eases of  the  brain  and  perhaps  the  spinal  marrow,  it  will  in 
most  cases  be  only  a  certain  circumscribed  portion  of  those 
central  organs  where  the  morbid  changes  have  taken  place.  It 
is  consequently  of  the  highest  importance  to  the  surgeon  to 
get  an  indisputable  method  of  mapping  out  the  diseased 
area,  because  only  then  he  will  be  able  to  decide  whether  a 
radical  operative  undertaking  is  feasible  and  justifiable  or 
not.  The  brilliant  discoveries  of  the  physiologist  and  neurol- 
ogist have  presented  the  surgeon  with  a  firm  base  for  his 
action,  and,  as  you  all  know,  the  wonderful  precision  with 
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which  we  now  localize,  in  a  great  many  cases,  the  field  where 
the  morbid  changes  have  to  be  looked  for,  makes  it  an  easy  task 
to  find  the  pathological  evildoer.  A  large  bone-flap  is  raised ; 
sight,  touch,  puncture,  and  other  known  means  are  used,  and 
in  many  instances  even  the  tyro  will  find  his  way.  Still,  no 
experienced  surgeon  will  be  satisfied  with  the  present  condi- 
tion of  diagnostic  methods.  There  are  too  many  cases  where 
all  those  means  fail  to  disclose  the  real  trouble,  and  still  more, 
perhaps,  where  not  enough  of  the  cortex  is  removed  from  not 
knowing  the  real  extent  of  the  morbid  tissue.  The  great 
number  of  failures  to  eifect  a  permanent  cure  are  only 
partially  due  to  consequent  cicatrization  or  to  adhesions  ;  the 
greater  number  is  to  be  ascribed  to  our  inability  to  find  and 
correctly  estimate  the  diseased  part.  Because  even  the  seem- 
ingly unfailing  topographical  as  well  as  the  electrical  methods 
of  localization  do  not  protect  against  mistakes.  They  may 
even  lead  astray. 

It  is  the  object  of  my  paper  to  prove  the  correctness  of 
such  a  view,  and  to  propose  a  method  for  your  consideration 
which  promises  to  make  localization  of  the  diseased  brain- 
focus  safe  and  extremely  simple. 

In  pointing  out  some  of  the  sources  of  the  difficulties,  mis- 
takes, and  errors  in  the  present  methods,  I  first  would  meution 
untoward  outside  circumstances.  For  instance,  wanting  an 
opportunity  to  witness  the  initial  signal ;  erroneous  statements 
of  the  patients  or  his  relatives,  etc.  In  the  Reference 
Handbook  of  the  Medical  Sciences  you  will  find  so  excellent 
a  survey  of  those  things,  given  by  Prof.  Keen,  that  I  may 
abstain  from  further  discussion. 

Secondly.  A  great  number  of  the  brain-foci  are  not  yet  dis- 
covered ;  and  as  presumably  all  peripheric  muscles  and  all 
extra-cerebral  ganglia  are  in  some  way  connected  with  certain 
brain-centres,  all  the  former  may  be  set  into  epileptic  action 
by  disorders  of  the  latter.  But  not  knowing  these  connec- 
tions, and  not  having  paid  sufficient  attention  to  the  more 
hidden  signals — for  instance,  such  in  the  generative  or 
alimentary,  or  uropoetic  organs — the  commencement  of  the 
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convulsion  will  easily  be  ascribed  to  a  better  known  and  more 
exposed  group  of  muscles  in  the  face  or  extremities,  which 
may  have  become  excited  only  secondarily  by  the  dissemina- 
tion of  the  epileptic  wave,  started  somewhere  else ;  and  conse- 
quently a  wrong  brain-focus  will  be  singled  out  and,  perhaps, 
operated  on.  It  will  have  struck  everybody,  for  instance, 
how  often  abnormal  sensation  or  motion  occurs  in  the 
stomach  or  in  the  intestines  as  the  first  sign  of  an  attack. 
There  may  be  nausea  or  vomiting,  or  only  a  strange  feeliug. 
Still,  we  are  in  the  habit  of  watching  for  a  twitching  or  a 
contraction  of  some  muscle  in  the  face,  hand,  or  arm,  and  may 
fail  to  recognize  the  real  initial  signal  altogether.  Of  course, 
the  removal  of  a  thus  falsely  located  focus  will  do  no  good. 

Thirdly.  The  brain-foci  are,  as  we  know,  not  strictly  de- 
fined localities.  They  are  interlocked  and  overlapping  each 
other.  Thus  the  same  diseased  point  may  stand  in  close 
relation  to  the  functions  of  two  or  more  groups  of  muscles, 
and  therefore  cause  very  mixed  convulsions.  The  same  con- 
dition may  be  caused  by  the  extension  of  the  same  pathologi- 
cal process  over  various  adjoining  foci ;  as  evidently  the  area 
of  pathological  changes  is  not  defined  by  its  physiological 
character.  Under  such  circumstances,  the  initial  signal  may  be 
given  by  different  sets  of  muscles  simultaneously,  or  the  same 
set  may  act  promiscuously  once  sooner,  another  time  later 
than  the  others. 

Fourthly.  The  topographical  as  well  as  the  electrical 
localization  does  not  locate  the  seat  of  the  morbid  process. 
They  both  only  map  out  the  physiological  focus  belonging  to 
a  certain  group  of  muscles.  If  this  focus  be  removed,  the 
circuit  will,  no  doubt,  be  broken,  and  even  if  it  was  not  the 
diseased  portion  of  the  brain,  the  epilepsy,  as  far  as  those 
muscles  go,  will  cease,  at  least  for  some  time.  Besides,  it  is 
a  known  fact  that  almost  any  surgical  interference  will  exert 
a  temporary  beneficial  influence  upon  the  disease.  But  it  will 
return  sooner  or  later,  for  the  real  evildoer  will  persist  to 
exert  its  vicious  influence,  and  will  most  likely  find  another 
victim  to  prey  on. 
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The  question  whether  the  focus  belonging  to  a  certain 
epileptic  process  is  always  diseased  itself,  or  whether  it  is 
not  only  secondarily  irritated  by  another  diseased  portion 
of  the  brain,  that  stands  in  a  topical,  anatomical,  or  physi- 
ological relation  to  the  former,  looks,  at  the  first  glance, 
almost  foolish.  Still,  if  we  consider  that  the  removal  of  a 
chip  of  bone  or  of  a  depressed  piece  of  the  skull,  or  of  a  cyst, 
or  an  abscess,  will  at  once  stop  the  abnormal  action  of  an 
underlying  or  adjoining  focus,  then  it  appears  to  be  evident 
that  this  latter  was  not  the  seat  of  the  trouble,  but  that  it  only 
was  induced  to  act  perversely  by  the  irritation  of  a  foreign 
substance.  Of  course,  it  is  possible  that  the  focus  acted  upon 
has  been  naturally  excessively  irritable — though  within 
physiological  limits — or  that  it,  by  the  long-continued, 
vicious  influence  it  had  to  endure,  had  become  unduly  irri- 
table. Still,  even  then,  it  would  not  act  epileptically  without 
the  particular  provocation  of  the  existing  foreign  body. 

Now  there  is  no  reason  why  a  densely  cicatrized,  or  a  glio- 
matous,  or  sclerotic  plug  should  not  act  exactly  like  a  foreign 
body.  Seen  in  this  light,  there  are  two  possibilities  before  us : 
either  a  focus  is  so  diseased  that  it  will  functionate  viciously 
on  certain  biological  provocations  ;  or  a  healthy  focus  becomes 
so  irritated  by  a  diseased  neighbor  as  to  act  epileptically  on 
certain  unknown  occasions.  The  first  modus  can  be  surmised 
either  when  the  pathological  changes  are  confined  only  to  one 
part  of  the  focus,  the  balance  remaining  healthy,  so  that  the 
diseased  part  will  act  like  a  foreign  body  on  the  balance ;  or 
when  the  morbid  alterations  are  not  sufficient  to  interfere  with 
the  specific  compound  work  of  the  nerve  cell-cluster — perhaps 
only  a  small  number  of  the  cells,  or  only  one  of  the  layers  of 
the  cortex  being  out  of  order.  Because  if  the  whole  focus  were 
totally  degenerated,  then,  from  all  analogy  with  other  patho- 
logical experiences,  there  would  be  no  functionating  at  all, 
either  normal  or  abnormal.  We  are  as  little  entitled  to 
expect  a  specific  energy  from  a  disorganized  piece  of  gray 
matter  as  to  expect  a  specific  secretion  from  a  degenerated 
gland.     As  to  the  second  condition,  namely,  that  a  physio- 
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logical  centre  is  so  irritated  by  a  diseased  neighbor  as  to  act 
epileptically,  it  is  obvious  that  little  good  can  come  from  the 
removal  of  the  former. 

From  all  such  considerations  we  must  confess  that  the 
present  methods  of  detecting  the  real  seat  of  the  disease  are 
not  sufficient,  except  where  the  pathological  changes  are  plainly- 
seen  or  felt.  As  soon  as  the  surgeon  has  to  depend  upon  topo- 
graphical or  electrical  localization  alone,  he  may  be  misled, 
because  he  is  only  striving  at  the  mapping  out  of  the  physi- 
ological focus  of  the  muscles  that  have  given  the  initial  signal. 
But  there  is,  as  can  be  concluded  from  the  explanation  given, 
no  proof  that  this  focus  really  is  the  diseased  portion  of  the 
cortex.  Besides,  such  methods  are  no  guide-  as  to  the  extent 
of  the  disease ;  it  is  left  to  chance  whether  enough  or  too  much 
be  removed.  If,  though,  my  proposition,  which  has  given 
full  satisfaction  in  two  cases,  should  turn  out  to  be  what  it 
has  promised,  all  difficulties  would  be  removed  at  once.  My 
advice  is  to  use  the  induced  current  not  solely  to  find  the  physi- 
ological focus  belonging  to  the  muscles  giving  the  initial  signal, 
but  to  find  the  spot  from  where  an  epileptic  attack  of  the  same 
nature  the  patient  is  accustomed  to  suffer  from,  can  be  started, 
independently  of  the  fact  whether  those  two  points  coincide  or  not. 
Under  this  rule  it  is  not  necessary  at  all  to  be  so  very  scrupu- 
lous in  localizing  the  part  to  be  attacked  before  the  operation, 
although  there  is  no  objection  to  it.  It  will  be  desirable  to 
lift  up  a  large  bone-flap  over  the  presumable  field,  so  as  to  get  a 
wide  area  accessible  to  examination.  If  no  definite  recogniz- 
able changes  sufficient  to  explain  the  trouble  are  found,  the 
electrodes  as  devised  by  Keen  (two  wire  points  about  one-quar- 
ter to  one-half  inch  apart)  should  be  extensively  applied  over 
the  whole  area.  When  the  place  from  which  epileptic  convul- 
sions can  be  elicited  is  hit,  the  experiment  should  be  repeated 
so  as  to  leave  no  doubt  about  it.  After  exsection  has 
been  done,  the  current  is  to  be  applied  to  the  borders 
of  the  wound  again  and  again  until  epileptic  symptoms  can 
no  longer  be  produced,  in  order  to  rest  assured  that  every 
particle  of  diseased  tissue  has  been  removed.     It  is  possible 
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that  more  than  one  epileptic  centre  or  focus  exists — of  course, 
in  that  case  all  of  them  ought  to  go,  if  the  patient  is  to  be 
be  relieved  of  his  epilepsy. 

Now,  the  objection  may  be  raised  that  a  strong  current  may 
irritate  healthy  cortex  so  much  as  to  throw  the  patient  into  an 
epileptic  fit.  Then,  the  proposed  test  would  obviously  lose  all  its 
value.  But,  according  to  Ferrier's  experience,  it  takes  a  pro- 
longed, often-repeated  electrical  abuse  of  a  monkey's  brain,  at 
least,  to  render  him  epileptic.  Still  more  should  the  common 
negative  experience  of  all  operators  on  men  relieve  our  minds  of 
such  a  fear.  Healthy  cortex  does  not  respond  to  electrical  irrita- 
tion by  epileptic  convulsions.  It  must  not  be  forgotten  that 
electricity  is  by  no  means  the  natural  physiological  force  in 
nerve  action.  It  is  nothing  but  a  very  energetic  stimulus, 
and  perhaps  not  even  as  powerful  as  heat,  cold,  chemical  in- 
fluence, and  so  on.  It  seems  but  natural,  then,  that  it  should 
stimulate  a  certain  cell  to  its  specific  energy,  and  to  nothing 
else.  If,  therefore,  this  specific  energy  of  a  brain  focus  is  to 
cause  contraction  of  a  certain  set  of  muscles,  then,  upon  elec- 
trization, physiological  contraction  and  not  epileptic  fit  will  fol- 
low, which  is  certainly  an  entirely  different  thing.  On  the  other 
hand,  if  diseased  tissue  has  acquired  the  morbid  force  necessary 
for  the  production  of  epilepsy,  it  will  exert  its  vicious  influence 
as  soon  as  it  is  stimulated  either  by  electricity  or  by  any  other 
irritating  force.  It  is  certainly  not  plausible  that  the  nerve 
cells  should  have  to  produce  as  much  electrical  force  as  our 
powerful  machines,  in  order  to  affect  each  other  or  to  set 
the  depending  musculature  to  action.  It  is  astonishing  what 
an  immense  strength  of  a  current  is  sometimes  needed  to  pro- 
duce even  the  slightest  physiological  peripheral  effect  from 
cortical  electrization ;  whilst  the  slightest  touch  of  the  elec- 
trodes will  at  once  produce  a  regular  fit  when  applied  to  the 
right  spot. 

Another  objection,  that  the  proposed  use  of  the  current  may  • 
afterward  turn  out  to  be  injurious  to  the  brain,  can  be  dis- 
missed too.     All  experience  speaks  against  it.     I  for  myself 
can  state  that  even  prolonged  use  of  the  galvanic  current, 
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even  of  a  strength  of  20  milliamperes,  and  repeated  daily 
for  many  months,  had  not  only  no  unwholesome,  but  on  the 
contrary,  a  very  beneficial  effect  upon  the  functions  of  the 
brain. 

There  is,  then,  no  excuse  for  not  trying  to  arrive  at  reliable 
information  about  the  real  location  of  the  morbid  tissues  in 
epilepsy,  by  the  use  of  extensive  and,  if  necessary,  repeated 
application  of  the  induced  current.  We  need  not  be  afraid  to 
throw  the  patient  into  two  or  more  attacks  whilst  he  is  on 
the  table. 

In  support  of  my  views  I  present  the  histories  of  two,  or, 
you  may  say,  three  cases.  It  is  not  much  I  have  to  offer.  The 
operations,  though,  have  been  witnessed  by  several  medical 
men,  and  closely  and  critically  observed.  The  first  history 
proved,  in  my  opinion,  that  a  perfectly  degenerated  piece  of 
cortex,  not  exerting  any  functions  itself,  may  cause  a  neigh- 
boring piece  to  act  epileptically.  The  second  operation  on  the 
first-mentioned  patient  confirms  this  supposition.  The  two 
last  operations  show  besides,  beautifully,  the  value  of  the  pro- 
posed method  in  the  detection  of  the  diseased  brain  tissue. 
There  was  no  doubt  left  in  the  minds  of  the  witnesses  regard- 
ing the  correctness  of  the  discussed  test. 

Case  I. — H.,  a  stout  German  laborer,  thirty  years  old,  was 
taken  with  his  first  fit  when  sixteen  years  old.  He  attributed 
it  to  a  sudden  scare;  did  not  receive  any  injury.  The  signal 
is  given  by  the  muscles  of  the  neck,  which  get  drawn  to  the 
right,  after  which,  general  convulsions  of  extreme  severity 
spread  over  the  right,  and  from  there  to  the  left  side.  He  has 
taken  medicines  for  many  years,  was  trephined  a  year  ago, 
and  had  submitted  to  direct  cerebral  galvanization.  Got  re- 
lief from  the  latter  for  some  months,  after  which  time  the  old 
condition  set  in  anew.  He  was  then  operated  on  in  St. 
Mary's  Infirmary  with  the  kind  assistance  of  the  surgical  staff. 
In  about  the  posterior  and  inferior  corner  of  the  coresponding 
focus,  a  yellow  spot  of  the  size  of  a  nickel  was  easily  made 
out.     It  was  removed  and  the  wound  treated  by  iodoform 
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gauze,  etc.  There  was  not  the  least  amount  of  paralysis  of  any 
muscle  to  be  detected,  whilst  the  epileptic  attacks  stopped  at  once. 
After  several  months  of  perfect  relief,  a  somewhat  different 
form  of  epileptic  spells  developed  gradually.  They  were 
attributed  to  adhesions  and  perhaps  to  too  large  an  opening  in 
the  skull,  which  annoyed  him  greatly.  The  spells  were  more 
of  a  general  disseminating  character;  according  to  his  state- 
ment there  was  a  good  deal  of  permanent  dulness  and  aching 
of  the  brain.  Unfortunately,  no  spell  was  seen  by  an  intelli- 
gent observer,  so  I  had  to  depend  a  good  deal  upon  the 
patient's  own  description  and  that  of  his  companions. 

Case  II. — B.,  a  boy  of  about  eighteen  years,  had  a  fall 
and  brain-fever  (?)  when  six  years  old.  Signal  is  given  by 
twitching  in  the  left  wrist,  which  also  in  the  intervals  be- 
tween his  attacks  feels  dull  and  deadened.  Jacksonian  type. 
Retina  blurred,  but  no  choked  disks.  Diagnosis:  Most  prob- 
ably a  cyst.  He  was  trephined  a  year  ago  without  any  benefit 
to  him. 

The  second  operation  (June,  1893,)  consisted  in  a  free  en- 
largement of  the  trephine-hole  and  incision  of  the  dura.  The 
cortex  looked  engorged,  the  veins  much  distended  over  a  large 
area.  A  spot  behind  and  on  a  level  with  the  middle  of 
Rolando's  fissure  was  of  almost  black  color.  Right  under  this 
spot  palpation  detects  a  kind  of  a  yielding,  hollow  place.  An  in- 
cision reveals  a  narrow  deep  cavity.  The  circumference  of  this 
incision,  representing  the  mentioned  dark  spot,  is  excised,  and 
iodoform-gauze  plugging  resorted  to.  Now,  what  was  of  the 
utmost  interest,  was  the  response  of  the  different  portions  of 
the  cortex  to  the  induced  current.  They  mostly  reacted  physio- 
logically, causing  the  depending  muscles  to  twitch  and  con- 
tract, or  not  at  all ;  but  that  black  spot  responded  promptly  by 
a  regular  epileptic  fit,  whose  initial  signal  could  generally  be 
located  in  the  left  hand  and  wrist.  When  the  patient  came 
out  from  the  chloroform  the  wrist  was  found  free  from  the 
previous  sensations,  had  perfectly  normal  mobility  and  sensa- 
tion, but  the  thumb  was  absolutely  paralyzed.  The  patient  had 
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a  rapid  and  perfectly  satisfactory  recovery,  until  in  the  fifth 
week  after  the  operation  he  received  a  terrible  blow  against 
his  head.  He  died  from  general  encephalitis  without  having 
had  another  epileptic  attack. 

Here  the  centre  for  the  thumb  was  evidently  the  princi- 
pally diseased  piece  of  cortex,  but  the  intermixed  and  adjoin- 
ing centre  for  the  muscles  of  the  wrist  was  the  one  that  had 
always  given  the  signal  and  that  had  appeared  mostly  out  of 
order. 

Case  III. — The  patient  whose  history  was  first  given  was 
resubmitted  to  operation  only  four  days  ago,  as  his  fits  gradu- 
ally became  severer.  The  object  of  this  last  operation  was 
mainly  to  break  up  the  supposed  adhesions  and  to  close  the 
cranial  opening.  There  was  found  a  thickened  dura,  and  be- 
tween it  and  the  cortex  dense  adhesions  over  an  area  of  about 
three  inches  diameter.  There  was  a  well-marked  depression 
in  the  cortex,  corresponding  to  the  exsection  done  in  the  first 
operation.  The  induced  current  now  applied,  with  such 
strength  as  not  to  be  endured  by  my  fingers,  produced  no 
contraction  in  any  peripheric  muscle.  But  as  soon  as  the 
electrodes  were  applied  to  a  spot  corresponding  to  a  portion  of 
the  focus  for  the  hand  and  forearm,  a  regular  epileptic  spell, 
starting  in  the  hand  and  extending  in  Jacksonian  manner 
over  the  whole  side,  was  easily  elicited  as  often  as  the  experi- 
ment was  repeated.  This  point  was  the  direct  continuation 
of  the  area  which  was  exsected  at  the  first  operation,  recog- 
nizable by  the  mentioned  depression.  There  was  nothing 
further  done,  as  I  did  not  feel  justified  in  paralyzing  the 
man's  arm  and  hand  without  his  consent. 

In  this  case,  evidently  not  enough  was  removed  in  the  first 
operation,  in  which  no  current  had  been  used  for  localizing 
purposes.  Abstaining  from  all  speculations  on  mistakes  that 
may  have  been  made  in  localization,  diagnosis,  and  surgical 
procediu*es,  and  how  much  adhesions  could  have  had  to  do 
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with  the  recurrence  of  the  epileptic  convulsions,  I  claim 
that  the  case  is  a  strong  proof  of  the  great  and  almost  absolute 
value  of  the  proposed  test  in  mapping  out  the  location  of  the 
diseased  cortex. 

Allow  me  to  add  a  few  remarks  in  regard  to  the  question 
whether,  after  an  intra-dural  operation,  the  opening  in  the 
dura  and  in  the  skull  should  be  closed  or  not.  As  a  matter 
of  course,  if  the  operation  has  been  performed  with  the  view 
to  relieve  the  pressure  of  the  bony  cover,  this  will  not  have 
to  be  replaced,  nor  will  we  do  so  if  drainage  is  intended.  But 
I  have  in  view  such  cases  where  a  diseased  piece  of  cortex  or 
a  tumor  has  been  removed,  or  a  cavity  has  been  emptied. 
Under  such  circumstances  I  think  that  the  advice  of  Kocher 
and  others  should  be  taken,  and  a  more  or  less  open  treat- 
ment by  plugging  and  drainage  should  be  followed  out. 
Because  we  gain  thereby  two  things  :  (1)  A  prolonged  drain- 
age may  relieve  undue  pressure,  and  give  the  tissues  time  to 
recover  from  former  encroachments,  and  to  adapt  themselves 
slowly  to  the  new  order  of  things.  And  (2)  we  prevent  the 
hollows  and  cavities  from  becoming  filled  with  brain  fluid  or 
blood.  As  obviously  no  vacuous  space  can  remain,  and  as 
the  brain  is  unyielding  and  inelastic,  the  very  moment  that  the 
skull  is  hermetically  closed,  a  suction  into  these  spaces  must 
take  place.  Thus,  either  a  new  cyst  will  form  or  a  cicatricial 
plug  will  take  its  place.  Besides,  the  negative  pressure  will 
distend  the  ventricles  by  drawing  them  up  to  help  make  up 
the  defect,  and  perhaps  even  cause  hemorrhage  into  them.  If 
the  exsection  has  taken  place  on  the  surface,  another  danger 
is  imminent — that  is,  a  ready  formation  of  adhesions.  I  con- 
cede that  they  may  form  under  any  and  all  circumstances, 
but  if  a  free  uncovered  wound  is  left  behind,  they  will  hardly 
be  avoidable.  Now,  whoever  has  seen  what  extensive  excur- 
sions the  brain  makes,  how  in  one  position  of  the  head  it 
looks  as  if  the  brain  would  go  down  for  inches,  and  then 
again  how  it  shoots  out  from  the  bottom,  according  to  the 
demands  of  gravity ;  he  will  readily  understand  how  important 
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it  is  to  avoid  adhesions.  Because  when  the  brain  is  fixed  to 
the  unyielding  dura,  or  still  more  so,  when  fixed  to  the  skull, 
then  every  downward  movement  must  be  followed  by  a 
powerful  pulling  and  stretching  of  the  stiff1  and  inelastic  mass. 
Also  after  the  wound  in  the  dura  and  in  the  scalp  has  healed, 
it  is  of  great  service  to  have  no  unyielding  bone  for  a  cover. 
It  will  be  much  better  to  have  a  soft  integument,  that  by  air 
pressure  is  easily  made  to  dip  down,  and  thus  to  help  fill  the 
defect,  preventing  the  pulling  upon  the  brain,  even  if  ad- 
hesions should  have  formed.  I  know  very  well  that  large 
openings  in  the  skull  have  their  great  inconvenience,  and  that 
they  often  have  to  be  closed  by  a  new  operation ;  but  then, 
that  can  be  done  when  a  final  adjustment  of  the  new  condi- 
tions has  been  reached.  To  get  comfortably  over  this  time, 
a  kind  of  truss,  fitting  well  into  the  depression,  will  do 
away  with  all  excessive  shaking.  (I  here  show  you  a  very 
simple  pattern,  which  can  be  worn  without  being  even 
noticed.) 

The  fear  that  the  dura,  when  left  open,  may  not  grow 
together,  and  so  allow  the  cortex  to  protrude,  is,  I  believe, 
unfounded.  At  least  this  is  my  experience  from  two  cases  that 
I  operated  on  twice.  The  conditions  seem  to  be  here  very 
much  the  same  as  with  the  peritoneum  in  abdominal  surgery. 
Under  all  circumstances  it  will  be  prudent  to  leave  the  dural 
wound  to  itself  when  the  lips  can  be  brought  together  only 
with  great  force.  There  seems  to  me,  indeed,  to  exist  a  curi- 
ous neglect  of  this  dense  resistant  membrane  in  brain  surgery. 
The  skull  is  charged  in  some  instances,  as  you  know,  with 
preventing  the  development  of  the  brain  ;  I  think  the  dura 
participates  in  this  action  to  a  great  extent. 

Another  advantage  of  the  open  treatment  is  a  better  choice 
to  control  hemorrhage.  But  about  this  later  on.  I  may  add, 
though,  that  to  prevent  adhesions  a  few  new  ideas  have  been 
developed.  The  safest  way,  however,  will  be  to  follow  strict 
rules  of  asepsis.  A  German  experimenter  found  that  the 
so-called  physiological  salt  solution,  if  exclusively  used  in 
the  operation  and  after-treatment,  offers  a  sure  safeguard,  at 
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least  in  abdominal  surgery.     Another  advice  is  to  reverse  the 
button  so  as  to  get  the  periosteum  on  the  inside. 

Now,  from  all  the  considerations  set  forth,  I  would  advise 
treating  cases,  where  defects  of  brain  substance  are  left  behind, 
by  plugging  and  draining  until  we  feel  sure  of  a  proper 
adjustment  of  the  involved  parts.  This  method  implies  that 
the  dura  be  not  or  only  partially  reunited,  and  that  the 
removed  bone  also  be  not  at  all  or  only  partially  replaced. 

The  next  point  I  would  like  to  offer  for  discussion  is,  how 
to  guard  best  against  hemorrhage  during  the  operation. 
Constriction  around  the  base  of  the  skull  is  out  of  the  ques- 
tion, because  it  is  impossible  to  empty  the  veins  above  the 
tourniquet  before  applying  it,  as  in  using  the  Esmarch  on 
other  parts  of  the  body.  Besides,  the  veins  of  the  scalp  are 
in  direct  communication  with  those  of  the  cranium,  dura,  and 
brain.  Therefore  they  will  rather  fill  so  much  the  more 
when  the  return  of  blood  is  shut  off  externally.  I  attempted 
to  help  myself  by  surrounding  the  field  of  operation  by  insert- 
ing needles  carried  under  the  scalp  and  by  winding  threads  in 
a  figure-of-eight  method  around  their  ends.  But  although  the 
venous  hemorrhage  was  entirely  stopped,  the  arteries  did  not 
become  sufficiently  compressed  in  the  stiff  scalp.  I  confess 
that  I  do  not  know  what  else  to  do  but  direct  manual  com- 
pression by  the  assistant's  fingers  until  artery  clamps  can  be 
applied.  The  same  trouble  is  experienced  with  the  hemor- 
rhage from  the  bone.  In  regard  to  the  management  of 
the  dural  and  cerebral  vessels  I  cannot  offer  any  new  expe- 
dient either,  but  I  would  heartily  indorse  plugging  with 
gauze.  It  is  remarkable  how  much  pressure  the  brain 
will  stand  without  showing  the  well-known  symptoms  of 
compression,  even  if  the  gauze  is  pushed  firmly  between 
brain  and  dura  all  around  the  wound.  The  gauze  may 
be  left  for  several  days  in  this  position  without  interfering 
with  the  further  progress  of  healing.  But  this  plugging 
is  to  be  recommended,  not  only  for  the  mentioned  purpose. 
And  this  brings  me  up  to  the  operation  in  two  stages.  To  my 
great  satisfaction  I  find  that  no  less  an  authority  than  Horsley 
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advocated  this  method  before  the  last  meeting  of  the  British 
Medical  Association.  I  had  tried  it  on  several  occasions,  and 
advised  recourse  to  it  before  the  Texas  Medical  Association 
already,  in  May.  The  procedure  offers  to  the  operator  a  won- 
derful chance  to  recognize  the  anatomical  landmarks,  and  also 
the  real  condition  of  the  tissue.  The  field  becomes  free  from 
hemorrhage ;  the  oedema  of  the  pia,  which  often  covers  the 
surface  like  a  veil,  disappears,  and,  above  all,  the  angry-look- 
ing, sometimes  blurred,  bruised,  or  engorged  cortex,  rendered 
so  by  the  operative  manipulations,  will  offer  its  real  appear- 
ance. More  than  we  would  like  to  concede,  are  we  prone  to 
injure  the  brain  substance,  even  if  the  utmost  care  and  skill  are 
executed,  and  the  danger  of  taking  a  fresh  traumatism  for  the 
real  morbid  condition  is  certainly  great.  There  is  no  method 
of  opening  the  skull  that  is  free  from  such  dangers.  It  is 
even  not  necessary  to  touch  the  brain  dh'ectly.  The  concus- 
sion by  the  mallet  or  the  oscillation  of  the  trephine  are  suf- 
ficient to  change  the  blood  circulation,  and  consequently  the 
appearance  of  the  cortex.  If  we  consider  how  trifling  blows 
it  takes  in  every-day  life  to  produce  serious  contusions  through 
a  well-preserved  skull,  then  we  must  not  be  surprised  at  the 
amount  of  havoc  done  by  a  shock  of  the  chisel  or  a  mere 
scratch  of  the  trephine,  a  slight  impression  of  the  plyers  or 
similar  seemingly  trifling  injuries.  All  this  will  come  to  order 
if  left  alone  for  a  day  or  longer.  The  objection  that  a  renewed 
administration  of  an  anaesthetic  is  too  great  a  hardship  to  the 
patient  cannot  hold  good  in  cases  where  there  is  so  much  at 
stake.  But  it  is  remarkable  how  little  sensitive  the  brain 
itself  is.  Smaller  particles  may  be  removed  or  cavities 
opened  in  the  second  attempt  without  any  anesthesia. 

And  now  only  a  few  words  in  regard  to  the  question 
whether  in  non-traumatic  epilepsy  a  mere  trepanation,  with- 
out opening  the  dura,  should  be  tried  or  not.  In  my  opinion 
the  answer  has  to  be  very  guarded  ;  because,  on  the  one  side, 
so-called  idiopathic  cases  may  in  reality  be  of  traumatic,  long- 
forgotten  origin  ;  and,  on  the  other  hand,  many  reported  cures 
ought  to  be  reported  the  other  way  after  a  longer  observation — 
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a  tiling  that  is  rarely  found  opportune.  But,  conceded  that  some 
cases  get  well  from  the  mere  removal  of  a  piece  of  bone,  the 
usual  explanation  that  there  was  something  unduly  increasing 
the  bulk  of  the  contents  of  the  skull,  or  that  something  was 
decreasing  the  capacity  of  it,  is  doubtlessly  correct.  Amongst 
the  possibilities  of  the  second  class  I  would  count  a  kind  of 
puffiness  and  bloatedness  of  a  greater  or  smaller  area  in  the 
internal  table — a  condition  which  I  think  is  frequent,  and 
which  must  be  due  to  an  injury  received  either  in  foetal  life 
or  in  infancy,  or  later  on,  and  long- forgotten.  The  slight 
but  steady  pressure  upon  the  brain  will  disturb  the  blood 
circulation,  and  may  lead  to  softening  or  sclerosis  of  the 
underlying  cortex.  We  even  see  bones  yield  and  become 
absorbed  by  the  pressure  of  bloodvessels — a  thing  often  ex- 
perienced in  the  tibia,  for  instance,  from  varicose  veins.  How 
much  more  must  the  soft  brain  suffer  which  has  no  chance  of 
getting  out  of  the  way  or  of  becoming  condensed?  In  cases, 
therefore,  where  the  primary  cause  is  situated  in  the  bone,  and 
where  the  morbid  process  in  the  cortex  has  not  gone  far  enough 
to  make  recovery  impossible,  mere  trephining  may  do  perma- 
nent good. 

Concluding  my  aphoristic  remarks,  I  would  like  to  pro- 
pose the  use  of  a  uniform  blank,  comprising  all  the  points 
that  may  be  of  value,  and  that  this  form  may  be  filled  by  a 
critical  friend  as  the  operation  progresses.  For  only  too 
easily  is  our  memory  upset  by  post-operative  imagination  and 
combination,  and  often  a  point  is  lost  sight  of  which  after- 
ward is  found  to  be  of  the  greatest  importance. 


TREPHINING  AS  A  CURE  FOR  TRAUMATIC 
EPILEPSY. 


By  John  T.  Chapman,  M.D., 
Bessemer,  Ala. 


In  these  days  of  venturesome  exploits  in  the  fields  of  sur- 
gery, no  greater  boldness  is  displayed,  perhaps,  than  when 
we  propose  to  invade  the  very  domain  of  thought  and  tres- 
pass upon  her  territories  in  search  of  disease.  The  temerity 
concerning  the  legitimacy  of  such  encroachment  has  created 
adverse  opinions  as  to  the  value  of  the  operation  of  trephin- 
ing for  the  curing  of  traumatic  epilepsy.  It  is  true,  again, 
that  the  proper  knowledge  of  the  brain  localization,  when  the 
operation  was  done  without  success,  was  a  prime  factor.  I 
wish  to  put  myself  on  record,  that  no  one  should  undertake 
to  do  a  trephine  unless  they  understand  the  symptomatic 
localization  of  such  lesions.  It  is  true  that  trephining  has 
been  employed  from  the  earliest  times  and  that  the  dura  mater 
has  been  incised  in  many  cases  by  older  surgeons,  but  not 
until  the  nineteenth  century  has  attention  been  directed  to 
cerebral  localization  and  to  certain  surgical  procedures 
founded  upon  the  indications  that  it  has  afforded.  Such 
operations  upon  the  brain  have  been  conspicuously  successful, 
and  have  been  justly  reckoned  among  the  triumphs  of  modern 
surgery.  When  guided  by  the  disclosure  of  physiological 
experiments  and  aided  by  the  application  of  recognized  asep- 
tic laws,  operations  upon  the  brain  have  been  devised  and 
successfully  executed  which  in  the  immediate  past  would 
have  been  not  only  impossible,  but  incredible.  But  it  is  equally 
true  that  these  operations  are  still  limited  in  number  and  ap- 
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plication.  The  instances  in  which  brain  lesions  can  be  accur- 
ately defined  and  located,  and  afterward  made  subjects  of 
operation  with  success,  are  comparatively  infrequent. 

The  lesions  which  are  of  such  nature,  so  well  defined  and 
outlined,  or  so  situated  in  view  of  demonstrated  localization 
of  brain  functions  that  their  diagnosis  can  be  made  with 
reasonable  certainty,  are  few  enough  in  the  first  instance ; 
those  which  are  in  reach  of  the  surgeon's  knife  are  fewer  still, 
and  those  in  which  the  patient  ultimately  survives  constitute 
but  a  small  portion  of  the  original  scanty  number.  It  is  not 
strange,  however,  that  operations  which  invade  the  very  centre 
of  the  human  organization  should  fascinate  by  their  audacity, 
and  that  when  successful  they  should  dazzle  the  modest 
workers  in  the  more  prosaic  fields  of  labor. 

It  is  also  possible  that  the  order  with  which  the  diagnosis 
of  local  lesions  of  the  brain  have  been  pursued  in  the  light 
of  functional  localization  may  tend  to  distract  from  those 
general  pathological  conditions  which  are  of  so  much  greater 
frequency. 

In  many  cases  the  localization  of  brain  lesions  are  so  un- 
certain that  grievous  errors  have  entailed  equal  disgrace  upon 
the  surgeon  and  suffering  upon  the  patient.  Lesions  at  first 
ought  to  be  distinguished  from  all  other  morbid  conditions, 
and  secondly,  they  ought  to  be  discriminated  from  each  other. 
It  is  just  here  that  we  must  recall  the  inherent  properties  of 
the  cells  of  the  cerebral  cortex  to  manifest  the  phenomenon 
of  automatism  under  the  slightest  stimulation,  and,  often 
spontaneously,  from  no  apparent  excitation  at  all.  This  is  an 
important  biological  condition  of  the  cortex.  It  explains 
how  contraction  of  an  epileptiform  convulsive  nature  may  for 
a  while  persistently  recur,  even  though  the  primary  cause  that 
obviously  irritated  the  true  epileptic  paroxysm,  such  as  a  piece 
of  depressed  bone,  a  tumor,  or  a  clot  that  has  been  wholly 
removed.  Manifestations  which  at  first  depend  upon  the  ad- 
vent of  afferent  impressions  may  afterward  continue  irregu- 
larly to  emanate  almost  spontaneously  from  cortical  centres 
which  have  been  excited  to  supereminent  activity  through 
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long-continued,  frequently  repeated  vehement  impressions, 
from  some  eccentric  source.  Through  inter-cortical  connection 
more  than  one  centre  may  participate  in  radiating  the  efferent 
impulses  far  beyond  the  special  motor  area  primarily  in- 
volved ;  while  the  primitive  disease  focus,  itself,  continues  to 
accumulate  a  biotic  cell  force  that  is  irregularly  but  often  par- 
oxysmally  dissipated.  Increment  of  energy  doubtless  de- 
pends upon  the  very  metabolic  tissue  changes  that  have  oc- 
curred through  hyponutritive  processes  in  the  nerve  substance 
or  nerve  protoplasm — changes  that  are  all-sufficient  and  quite 
prone  to  keep  up  for  a  period  those  automatic  explosions. 
But  let  us  for  a  moment  suppose  these  automatic  centres 
separated  or  cut  adrift  from  all  afferent  influences  ;  then  the 
usual  source  of  normal  stimulation  being  removed  all  excitor- 
reflex  expressions  will  wane  away  into  undulation,  slowly 
decreasing  in  frequency  and  vehemence,  until,  coming  gradu- 
ally to  a  standstill,  they  gradually  disappear.  Now,  from 
this  physiological  view  of  the  spontaneous  intrinsic  life  his- 
tory of  the  brain,  I  feel  prepared  to  maintain  that  where  no 
disorganization  of  the  cortex  has  yet  taken  place,  surgical  in- 
terference at  the  seat  of  injury  with  the  trejihine,  elevator,  or 
Rongeur  forceps  must  assuredly  cure  the  patient,  since  we 
release  the  cortex  from  all  direct  or  threatening  source  of 
irritation.  Let  not  recurrence  of  convulsive  attacks  particu- 
larly disconcert  us,  even  should  these  nerve-symptoms  con- 
tinue to  keep  themselves  for  a  while,  nay  even  for  a  year, 
diminishing  in  intensity.  Experience  has  more  than  once 
shown  that  we  may  often  look  forward  to  a  cure,  but  fre- 
quently still  to  amelioration  of  the  symptoms  in  the  nature  of 
the  paroxysm.  I  believe  that  if  the  record  of  cases  of  tre- 
phining for  the  cure  of  traumatic  epilepsy  were  postponed 
until  time  rectified  our  misconception  respecting  them,  we 
should  realize  more  frequently  the  accuracy  of  this  assertion. 
D.  Hayes  Agnew  in  an  article  on  "  The  Present  Status  of  Brain 
Sui'gery  "  concurred  with  Mr.  Horsley,  that  it  was  not  proper 
to  call  a  patient  cured  until  five  years  after  operation,  which 
is  just ;  but  he  (Agnew)  further  acids  that  traumatic  epilepsy 
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is  practically  incurable  by  surgery,  and  that  a  considerable 
number  of  such  cases  had  better  be  relegated  to  the  domain 
of  medicine.  Is  it  a  wonder  that  we  should  hesitate  to  enter 
the  domain  of  thought  and  trespass  on  her  territory  in  search 
of  disease,  that  we  may  eradicate  it,  when  we  have  such 
authority  relegating  it  to  the  domain  of  medicine  ?  And  yet 
in  spite  of  this,  clinical  experience  has  taught  us  otherwise. 

Trephining  may  be  regarded  with  less  apprehension  by  the 
timid  since  the  advent  of  aseptic  methods.  Its  propriety 
may  now  be  decided  simply  in  view  of  its  probable  advantage 
or  its  more  probable  futility.  It  may  be  counted  quite  as 
safe  as  the  use  of  the  exploring  needle  in  suspected  abscesses, 
and  safer  than  exploratory  laparotomy.  So  far  as  subsequent 
danger  or  inconvenience  from  hernia  cerebri  is  concerned,  I 
may  report  with  Horsley  that  in  the  surgery  of  to-day  it  has 
ceased  to  be  an  intimidation  to  the  surgeon.  I  believe  this 
operation  should  be  doue  in  every  case  of  depressed  fracture 
where  elevation  and  thorough  exploration  cannot  otherwise  be 
accomplished.  It  is  doubtful  if  such  operations  (unless  from 
want  of  proper  knowledge  of  cerebral  localization)  have  been 
known  to  do  harm  when  they  have  failed  to  do  good.  It  is 
certain  that  harm  has  come  in  more  than  one  instance,  where, 
because  on  general  symptoms,  it  has  been  neglected.  It  is 
impossible  in  recent  brain  lesions  to  say  that  more  extensive 
comminution  of  the  internal  tables  may  not  exist.  It  is  the 
possibility  of  the  smallest  bony  spicula  penetrating  the  brain 
and  causing  serious  nervous  disturbances  in  the  indefinite 
future  that  demands  the  thorough  examination  of  every 
cranial  fracture.  It  should  be  held  obligatory  on  precisely 
the  same  ground  as  the  examination  and  cleansing  of  the  ex- 
ternal soft  parts.  The  observance  of  such  precaution  is  free 
from  danger ;  its  neglect  may  lead  to  either  present  or  future 
serious  complications.  John  Ashhurst  recommends  that  in  re- 
moving spicula  or  fragments  of  bone  in  cases  of  fracture  of 
the  skull,  great  care  must  be  used ;  the  fragment  should  not 
be  torn  away  with  force,  but  be  carefully  separated  from  the 
dura  with  the  knife. 

S  Surg  11 
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We  are  prepared,  then,  to  say  that  in  interfering  surgically 
for  the  relief  of  epilepsy  we  have  encountered  no  peripheral 
source  of  trouble  in  any  morbid  condition  that  has  confronted 
us.  It  is  our  duty  from  present  enlightenment  on  the  subject, 
to  determine  if  possible  the  brain  territory  that  disease  op- 
presses, and  to  reach  the  disease  before  we  hasten  to  declare 
that  the  trephine  has  discovered  no  disease  and  proved  power- 
less to  relieve.  A  question  aptly  suggestive  in  this  connec- 
tion at  once  arises,  whether  indeed  bold  invasion  of  the  dis- 
eased or  supposed  diseased  province  of  the  brain  itself  should 
constitute  a  legitimate  step  of  the  operation.  If  we  are  not 
to  stop  short  of  the  successful  fulfilment  which  the  operation 
proposes  I  unhesitatingly  reply  in  the  affirmative,  of  course 
qualifying  this  answer  by  an  assurance  that  the  distressed 
centres  have  been  satisfactorily  ascertained  by  the  symptoms 
peesent  and  by  application  of  electrodes  with  proper  precau- 
tion. It  is  true  that  the  procedure  has  not  always  been  satis- 
factory, but  it  seems  to  be  the  rational  course.  One  of  the 
most  impressive  illustrations  of  what  I  have  tried  to  show, 
trephining  as  a  cure  for  traumatic  epilepsy,  is  a  case  reported 
by  Michael.  I  cannot  forbear  detailing  this  case.  More  than 
forty  years  ago  a  lad,  then  fourteen  years  of  age,  liviug  in 
Charlotte,  N.  C,  was  kicked  by  a  horse  on  the  right  side  of 
the  forehead,  remaining  unconscious  several  days ;  froutis  was 
fractured  and  depressed,  escape  of  pieces  of  bone  kept  the 
wound  open  for  a  time  ;  one  year  after,  cephalgia  commencing, 
interrupted  his  collegiate  course,  which  he  ultimately  com- 
pleted. Convulsions  declared  themselves  later  on,  daily  aug- 
menting until  his  memory  and  general  health  became  seusibly 
impaired.  The  fits  in  number  and  violence  were  so  great 
that  on  one  occasion  he  fell  out  of  the  bed  and  dislocated  his 
shoulder  joint.  He  was  operated  on,  an  inch  and  a  half  but- 
ton of  boue  was  removed  at  the  seat  of  injury.  It  presented  on 
its  cerebral  surface  an  osteophyte  an  inch  in  length  adherent 
to  dura,  which  when  raised  exposed  a  visibly  large  absence  of 
brain  substance  involving  supra-frontal,  mid-frontal,  and  sub- 
froutal  gyri.     Convulsions  occurred  the  day  after  operation ; 
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they  were  repeated  with  singular  vehemence  for  weeks.  The 
tormenting  headaches  and  mental  decadence  seemed  amelio- 
rated, however,  though  for  months  after  epileptic  attacks 
hopelessly  depressed  him.  This  operation  was  done  in  1855. 
He  returned  to  his  home  eight  years  afterward.  Michael 
unexpectedly,  while  serving  in  the  Army  of  Virginia,  saw  his 
patient  again.  He  was  serving  in  the  ranks  as  a  private 
soldier  and  undergoing  all  the  hardships  of  the  tented  field 
completely  relieved. 

I  operated  on  a  boy  fourteen  years  old,  who  some  three  years 
previous  received  an  injury  of  the  head  by  a  blow  fracturing 
theparietals.  Three  weeks  after  injury  he  began  to  have  epilep- 
tic convulsions.  At  the  time  I  saw  him  the  convulsions  had 
become  more  frequent  and  with  greater  force  ;  the  day  before 
operation  he  had  six  epileptic  seizures.  Two  buttons  of  bone 
were  removed  at  the  seat  of  injury  ;  there  was  considerable 
pressure  from  depressed  bone;  the  membranes  were  hard  and 
indurated ;  the  indurations  were  cut  out  and  edges  of  the 
dura  brought  together  by  continuous  catgut  suture.  Drain- 
age and  dressing  aseptic ;  the  wound  healed  almost  by  first 
intention;  for  two  months  after  operation  he  continued  to 
have  convulsive  seizures,  but  they  gradually  grew  less  until 
they  stopped.  Now  that  has  been  four  years  and  a  half  ago. 
He  is  now  eighteen  and  a  half  years  old,  weighs  one  hundred 
and  seventy  pounds,  and  is  working  in  a  foundry  where  the 
temperature  ranges  from  110  to  120  degrees  F.,  handling 
molten  iron. 

In  conclusion, let  me  add:  the  doctrine  that  depressed  frac- 
ture of  the  skull  without  symptoms  requires  no  operative  in- 
terference, a  doctrine  which  in  the  past  has  been  so  deeply 
rooted  in  the  professional  mind,  I  hold  to  be  responsible  for 
many,  very  many,  of  the  unfortunate  sequels  of  head  injuries. 
However  small  may  be  the  depression  which  follows  a  frac- 
ture of  the  cranium,  save  in  one  or  two  locations,  it  will  en- 
croach enough  upon  the  dura  nerve  to  cause  more  or  less  irri- 
tation ;  though  insufficient  at  first,  and  not  at  all  recognizable 
to  the  consciousness  of  the  patient,  yet  eventually  that  irrita- 
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tion  will  be  propagated  to  the  meninges  and  the  ganglia  until 
finally  the  paroxysmal  explosion  occurs,  and  then,  even  when 
the  initial  lesion  is  removed,  the  slowly  established  habit 
created  by  years  of  excitation  will  remain  for  some  time.  No 
amount  of  foresight  can  determine  what  happens  to  the  inside 
of  the  skull  after  the  reception  of  an  injury  by  inspection  of 
its  exterior  surface ;  the  physiological  properties  of  the  two 
being  so  very  unlike.  Whenever,  therefore,  in  my  judgment, 
the  profession  can  accept  the  doctrine  that  all  depressed  frac- 
tures of  the  cranium,  however  slight  may  be  the  depression, 
are  proper  subjects  for  trephining,  then  will  traumatic  epi- 
lepsy largely  disappear  from  the  list  of  surgical  diseases. 


DISCUSSION  ON  THE  PAPERS  OF  DRS.  HADRA 
AND   CHAPMAN. 

Dr.  A.  B.  Miles,  of  New  Orleans,  La. — I  desire  to  offer  several 
suggestions  in  regard  to  the  treatment  of  these  patients.  I  stand 
in  some  fear  of  being  out  of  order  in  offering  medical  suggestions 
in  a  surgical  meeting,  I  believe  that  we  can  adopt  a  proper 
course  of  treatment  before  the  operation  which  will  be  of  service 
in  many,  if  not  in  most,  instances.  In  order  to  avert  hemorrhage 
a  preparatory  course  of  treatment  with  saline  purgatives  would 
be  of  great  service.  The  best  means  for  controlling  the  hemor- 
rhage is  by  packing  with  aseptic  gauze.  I  have  recently  had 
under  observation  a  young  man  who  was  operated  upon  some 
time  ago,  in  whom  the  epileptic  seizures  seemed  to  have  been 
aggravated  by  the  operation.  The  intensity  of  the  symptoms 
increased  more  and  more  till  the  patient  died. 

One  word  in  this  connection  in  regard  to  the  preparatory  treat- 
ment of  these  patients.  I  believe  a  preliminary  course  of  medi- 
cation with  excito-motor  depressants  is  of  service  and  advantage 
in  these  cases. 

I  am  glad  of  the  opportunity  to  testify  to  the  great  profit  and 
pleasure  I  have  had  in  listening  to  the  papers  of  Drs.  Hadra 
and  Chapman. 

Dr.  John  D.  S.  Davis,  of  Birmingham,  Ala. — I  desire  to 
express  my  appreciation  of  the  papers  just  read  and  to  testify  to 


DISCUSSION.  165 

one  assertion  made  by  Dr.  Chapman,  that  where  there  is  depres- 
sion of  the  skull,  an  operation  should  always  follow.  I  have  a 
case  in  mind  who  went  four  years  without  symptoms ;  epileptic 
attacks  then  came  on  and  lasted  for  seven  years.  An  operation 
relieved  the  attacks,  but  not  until  about  seven  months  after  the 
operation.  The  epileptic  habit  had  been  established,  and  it 
required  some  time  to  relieve  it.  Where  we  have  compression  we 
are  pretty  sure  to  have  trouble  after  a  while  if  we  allow  the  case 
to  go  without  an  operation. 

Dr.  Willis  F.  Westmoreland,  of  Atlanta,  Ga. — The  two 
papers  have  been  very  interesting  to  me.  So  far  as  the  operation 
of  trephining  is  concerned,  it  has  been  parctised  as  a  religious 
ceremony.  The  question  in  my  mind  is,  What  results  have  we 
from  trephining  ?  Dr.  Miles,  in  a  statement  of  the  preparatory 
treatment,  has  brought  out  one  of  the  most  interesting  parts  of 
this  discussion.  For  instance,  you  have  a  patient  who  has  re- 
ceived a  blow,  and  in  your  diagnosis  of  the  case  you  very  fre- 
quently have  to  contend  with  that  fact ;  but  you  do  not  always 
know  whether  the  epilepsy  is  due  to  that  or  peripheral  irritation 
in  some  other  part  of  the  body.  For  instance,  a  youug  girl  about 
the  period  of  menstruation  sometimes  may  have  these  epileptic 
attacks ;  she  may  have  received  a  blow  on  her  head  years  before, 
and  it  is  naturally  attributed  to  that  injury,  or  there  is  a  suspected 
depression  of  the  skull.  You  may  decide  to  operate,  and  you 
may  attribute  the  relief  of  the  epilepsy  to  the  success  of  the 
operation ;  but  with  proper  tonics,  proper  treatment  of  that  girl 
during  the  establishment  of  the  menstrual  function,  the  convul- 
sions will  cease,  and  the  success  ought  not  to  be  attributed  to  the 
operation.  The  same  way  with  a  man  with  a  contracted  meatus. 
He  may  have  received  a  blow  on  the  head  at  some  time  or  other 
which  has  not  fractured  the  skull  at  all.  You  may  operate  and 
find  there  is  no  depression  or  compression ;  you  simply  remove 
the  cicatrix  you  may  find  there,  but  the  convulsions  will  be  found 
to  be  due  to  peripheral  irritation  from  another  point.  Great  care 
should  be  exercised  in  the  diagnosis  of  these  cases.  The  point 
Dr.  Miles  impressed  upon  us  was  not  only  preparatory  treatment 
with  bromides,  but  the  fact  that  after  operations  are  sometimes 
made  for  the  relief  of  the  irritation,  the  convulsions  return, 
although  you  think  you  have  cured  the  epilepsy.  By  the  use  of 
bromides  we  can  break  up  the  epileptic  habit.     The  brain  seems 
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to  have  received  an  impression  that  habituates  it  to  these  convul- 
sions. If  you  do  not  resort  to  medical  treatment  to  break  up 
the  epileptic  habit,  the  convulsions  will  recur,  even  though  you 
have  removed  the  irritating  source,  as  Dr.  Miles  has  suggested. 
I  have  found  the  bromides  in  these  cases  one  of  the  best  remedies 
I  have  used,  and  I  have  used  them  to  the  point  of  intoxication. 
That  is  why  the  patient  is  irregular  in  his  gait.  Large  doses 
make  a  profound  impression.  By  using  the  bromides  for  some 
length  of  time  you  can  entirely  break  up  the  epileptic  habit, 
after  having,  of  course,  removed  the  source  of  irritation. 

Dr.  James  E.  Thompson,  of  Galveston,  Texas. — I  desire  to 
make  a  few  remarks  in  connection  with  Dr.  Hadra's  paper, 
because  I  think  the  previous  speakers  seemed  to  have  missed  what 
I  consider  the  most  important  and  practical  point  of  the  whole 
paper.  They  do  not  seem  to  appreciate  the  importance  of  the 
theories  advanced  by  the  essayist.  He  does  not  pretend  to  claim 
anything  more  than  an  experimental  knowledge.  He  says  that 
if  we  find  any  reason  to  suspect  disease  in  what  we  speak  of  as 
the  physiological  focus  we  should  seek  the  spot  because  of  the 
phenomena  that  were  observed  before.  Let  us  see  what  this 
means.  Suppose  we  have  no  fracture,  no  injury  to  the  head,  but 
we  get  symptoms  of  some  motor  centre,  we  expose  it  and  find 
nothing  there  ;  if  what  Dr.  Hadra  says  is  true,  we  must  search 
with  our  electrodes  until  we  reach  the  spot  that  will  give  us  the 
phenomena  that  have  been  previously  noticed. 

Again,  Dr.  Hadra  threw  out  a  suggestion  pregnant  with 
interest,  and  it  was  in  reference  to  what  he  called  visceral  affec- 
tions that  might  follow  cortical  lesions.  We  know  absolutely 
nothing  about  this  subject  at  present.  The  visceral  crises  are 
essentially  dependent  upon  spinal  irritation,  e.g.,  locomotor  ataxia, 
and  we  know  that  the  sympathetic  nerves  which  supply  these 
viscera  are  in  close  connection  with  the  spinal  nerves.  Is  it  not 
possible  that  in  the  cortex  of  the  brain  we  may  have  certain 
centres  in  close  association  with  the  motor  centres,  which  may 
give  rise  to  obscure  visceral  symptoms  which  nobody  has  noted 
up  to  the  present?  I  should  like  to  hear  further  from  the  mem- 
bers in  regard  to  this  very  important  and  interesting  subject. 

Dr.  B.  E.  Hadra. — I  desire  to  say  that  I  did  not  take  well- 
known  facts  for  the  basis  of  my  paper  ;  I  advanced  some  unsettled 
points  for  discussion.     I  stated  that  also  in  cases  where  there  can- 
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not  be  found  any  sign  of  trauma  or  injury,  we  should  localize  the 
disease,  and  if  such  be  possible,  open  the  skull,  perhaps  best  by 
the  method  spoken  of  by  Dr.  Tiffany  to-day,  by  the  so-called 
temporary  resection.  I  do  not  say  that  I  am  correct  in  the  theory 
I  have  advanced,  because  I  have  not  had  enough  experience  ;  but, 
in  the  two  cases  in  which  I  made  use  of  electricity  in  the  de- 
scribed way,  it  seemed  to  answer  the  purpose.  We  must  consider 
the  fact  that  a  good  many  of  these  cases  cannot  be  diagnosticated, 
either  by  the  eye  or  touch.  Still,  according  to  the  investigations 
of  Dr.  Van  Gieson,  of  New  York,  reported  in  the  Medical  Record, 
and  referred  to  in  the  brain  surgery  of  Starr,  particles  of  brain 
cortex  that  had  been  removed  in  accordance  with  topographical 
localization,  turned  out  under  the  microscope  to  be  diseased,  show- 
ing that  a  good  many  cases  which  we  at  present  call  functional, 
are  really  based  upon  diseased  tissue.  Under  such  circumstances, 
I  believe  the  proposed  method  will  help  greatly  in  detecting  the 
seat  of  the  trouble. 

The  main  point  presented  in  the  paper  has  been  dwelt  upon 
by  Professor  Thompson,  but  I  mentioned  others  of  more  technical 
nature,  hoping  they  would  elicit  an  interesting  discussion  from  this 
body.  I  certainly  believe  that  there  must  be  cases  that  are  ex- 
cited by  some  peripheral  trouble;  that  there  is  occasionally  a 
centripetal  action.  But  such  cases  are  rare,  and  ought  not  to 
be  classified  under  epilepsy  proper.  For  instance,  epileptiform 
convulsions  due  to  a  tight  or  adherent  prepuce,  where  by  breaking 
up  the  adhesions  the  child  is  relieved ;  or  convulsions  observed 
in  childhood  under  many  other  circumstances  are  not,  properly 
speaking,  genuine  epilepsy.  The  same  is  true  of  epilepsy  pro- 
duced by  medicines.  "We  find  in  every  text-book  that  certain 
medicines  will  produce  epilepsy. 

Dr.  Westmoreland. — What  are  the  symptoms  by  which  we 
can  differentiate  between  the  two  classes  of  epilepsy? 

Dr.  Hadra. — To  discuss  the  symptomatology  of  this  subject 
would  lead  us  too  far.  I  dealt  with  this  phase  of  the  subject  in 
my  paper  printed  in  the  Transactions  of  1892,  and  if  the  Doctor 
has  time  I  hope  he  will  read  that  article.  I  may  say,  though, 
that  epilepsy,  in  my  opinion,  is  a  so-called  organic  trouble,  caused 
by  some  permanent  tissue  change. 

Only  a  few  weeks  ago  a  young  woman  came  to  me,  stating  that 
she  had  had  an  epileptic  fit  for  a  week  or  so  almost  daily,  and 
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said  she  never  had  one  before.  I  hardly  knew  what  to  make  of 
her  case  at  first,  but  I  finally  found  that  she  had  taken  penny- 
royal to  induce  abortion,  and  that  brought  on  her  trouble,  which 
promptly  yielded  to  a  few  doses  of  bromides.  I  would  not  con- 
sider this  a  case  of  true  epilepsy.  I  can  imagine,  however,  that 
through  fear,  or  some  other  excessive  emotion,  a  bloodvessel  may 
burst  in  the  brain,  and  a  circumscribed  hemorrhage  take  place, 
leading  to  a  limited  degeneration  of  the  cortex,  and  in  that  way 
causing  epilepsy.  That  seems  to  me  to  be  the  explanation  in 
many  cases  that  are  apparently  non-traumatic,  though  they  are 
virtually  of  the  same  origin. 

Dr.  Chapman. — Mr.  President :  I  always  before  operating 
use  the  preparatory  treatment  suggested  by  Dr.  Miles,  viz.,  admin- 
istering the  bromides,  and  they  have  done  good.  Two  cases  I 
have  not  reported,  for  the  simple  reason  that  sufficient  time  has 
not  elapsed  to  show  what  the  effects  of  the  operation  are  going  to 
be.  The  two  cases  not  reported  were  those  in  which  the  diseased 
cortex  was  located  by  the  induced  current,  spoken  of  by  Dr. 
Hadra,  and  removed.  I  have  no  doubt  that  these  cases  will  get 
along  nicely.  The  convulsions  have  ceased,  it  now  being  several 
months  since  operation  was  done.  I  do  think,  however,  in  the 
case  reported,  where  four  years  and  a  half  have  elapsed,  it  is  con- 
clusively shown  that  the  operation  has  done  good,  in  that  it  has 
relieved  the  patient. 


THE  MANAGEMENT   OF  THE   EPICYSTIC 

FISTULA   IN   PROSTATIC 

ENLARGEMENT. 


Bt  John  D.  S.  Davis,  M.D., 
Birmingham,  Ala. 


Epi cystic  surgical  fistula  is  the  title  given  to  a  supra- 
pubic fistula  into  the  bladder  created  by  the  surgeon  for  ex- 
ploration, intra-vesical  ti'eatment,  and  drainage.  Such  a  fistula 
acting  as  an  artificial  urethra  is  capable  of  giving  free 
access  to  the  inside  of  the  bladder  for  cystoscopic  exploration, 
and  provides  a  ready,  convenient,  and  comfortable  means  of 
emptying  the  bladder  at  will,  and  gives  the  surgeon  a  com- 
petent opening  into  the  viscus  for  intra-vesical  applications. 
It  constitutes  an  essential  element  in  the  speedy  and  com- 
plete evacuation  of  the  contents  of  the  bladder  in  all  epicystic 
operations,  and  imitates  nature  in  the  restoration  of  its  own 
continuity  as  the  pathological  changes  within  the  bladder  sub- 
side. Permanent  after-drainage  in  all  intra-vesical  operations 
cannot  be  necessary ;  but  it  is  highly  essential  to  secure  good 
and  sufficient  drainage  until  the  paravascular  tissue  is  disen- 
gorged,  the  cystitis  is  relieved,  and  the  urine  becomes  normal 
and  passes  by  the  urethra  unobstructed.  And  until  this  end  is 
attained  complete  artificial  arrangement  for  the  escape  of  the 
contents  of  the  viscus  must  be  made.  In  such  cases  of 
prostatic  hypertrophy  or  malignant  growths  when  removal  of 
the  obstruction  is  impossible  or  contra-indicated,  the  epicystic 
surgical  fistula  is  clearly  indicated  and  essentially  necessary. 
When  Dr.  McGuire  suggested  his  coffee-spout  fistula  for  the 
relief  of  enlarged  prostate,  the  idea  struck  me  as  unique   and 
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the  thing  to  be  desired ;  but  before  I  had  succeeded  in 
establishing  my  first  fistula  after  his  method,  I  found  it  was 
not  practically  a  success.  In  the  first  case  in  which  I  tried 
to  create  this  kind  of  a  fistula  I  found  that  I  could  not  keep 
it  in  order.  Finally  an  abscess  formed  and  opened  in 
the  pubic  side  which  allowed  the  urine  to  escape  in  a  direct 
line,  and  I  could  never  completely  close  the  abscess  fistula  or 
make  the  urine  return  to  the  original  coffee-spout  fistula. 
And  after  many  attempts  at  closure  of  the  abscess  or  direct 
fistula  I  finally  made  a  plug  or  stem  for  the  fistula  made  by 
the  abscess,  and  allowed  the  original  fistula  to  close.  My  expe- 
rience with  several  cases  operated  on  with  the  view  of  creating 
a  fistula  after  the  method  of  Dr.  McGuire  convinced  me  that 
it  was  exceedingly  difficult  to  create  a  coffee-spout  fistula.  So 
I  began  operating  with  the  view  of  creating  a  direct  fistula  into 
the  bladder,  which  I  have  heretofore  described,  by  the  follow- 
ing three  methods  : 

1.  When  the  distention  is  great  and  no  intra-vesical  opera- 
tion necessary,  the  opening  is  made  with  a  trocar,  withdraw- 
ing the  stylet  and  replacing  it  with  a  rubber  catheter,  after  the 
introduction  of  which  the  cauula  is  withdrawn,  leaving  the 
catheter  in  the  bladder.  It  is  better  to  leave  the  cauula  in 
place  about  twenty-four  hours  before  introducing  the  catheter 
alone. 

2.  When  distended  the  bladder  may  be  opened  by  a  direct 
incision  with  the  knife,  in  the  median  line,  with  cutting  edge 
toward  the  symphysis  pubis.  The  knife  is  withdrawn  and 
a  catheter  is  introduced  through  the  wound  into  the  bladder. 

3.  A  perpendicular  incision,  one  or  two  inches,  is  made  in 
the  median  line  above  the  symphysis  pubis.  The  recti 
muscles  are  separated.  If  the  pyramidal  is  muscles  are  in  the 
way  the  fibres  should  be  cut.  The  transversalis  fascia  is  divided 
from  symphysis  to  upper  margin  of  superficial  wound.  I  catch 
the  bladder  with  a  tenaculum  on  a  line  with  the  symphysis, 
through  the  prevesical  fat,  and  cut  through  with  a  bladder-knife 
into  the  bladder  with  one  smooth,  clean  incision,  to  prevent 
undue  disturbance  of  the  cellulo-adipose  tissue  between  the 
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bladder  and  pubes,  and  avoid  infiltration.  Cutting  this  prevesical 
fat  prevents  its  after  dropping  down  over  the  opening  into  the 
bladder,  and  acting  as  a  valve  to  prevent  easy  escape  of  urine 
and  causing  infiltration.  And,  too,  such  a  procedure  gives  a 
smooth  incision  throughout,  and  it  is  almost  impossible  to 
have  infiltration,  even  when  no  drainage-tube  is  left  in  the 
bladder,  and  the  urine  is  left  to  flow  out  through  the  fistulous 
track  and  taken  up  by  a  layer  of  absorbent  cotton.  In  mak- 
ing the  incision  into  the  bladder,  little  attention  is  to  be  given 
to  any  vein  or  veins  which  are  sometimes  met  with.  If  cut 
they  bleed  but  little.  The  operation  is  usually  bloodless  in 
the  sense  of  hemorrhage. 

The  operation  completed ;  patient  out  of  bed  ;  and  then 
comes  the  task  of  annoyance.  While  suprapubic  drainage 
in  most  cases  is  the  best  means  of  treating  prostatic  en- 
largement the  fistula  gives  the  patient  a  great  deal  of 
trouble.  However  well  the  fistula  may  drain,  there  will  often 
be  sufficient  leakage  to  make  the  sufferer  a  pest  to  himself 
and  to  his  friends.  There  is  no  possible  way  yet  found  to 
keep  the  urine  from  occasionally  leaking  and  the  fistula  from 
occasionally  inflaming.  There  is  a  constant  tendency  of  the 
cutaneous  orifice  to  contract  and  exfoliate  that  will,  if  not 
carefully  and  properly  treated,  cause  a  very  unsightly  wound 

Fig.  i. 


and  one  that  will  be  difficult  to  keep  clean.  As  soon  as  the 
plug  can  be  worn  I  have  the  patient  wear  it  all  the  time, 
day  and  night.  The  plug  I  now  use  has  a  concavo-convex  flange 
that  coops  over  the  mouth  of  the  fistula,  and  in  some  cases  it  aids 
in  training  the  exfoliating  tissues  into  a  rudimentary  penile 
projection  that  will  greatly  aid  in  the  prevention  of  dribbling 
when  the  patient  urinates.  If  he  goes  without  the  plug  a 
few  hours  his  fistula  so  contracts  that  he  can  only  with  pain 
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and  difficulty  get  the  plug  iu  again.  I  had  Tiemann  &  Co. 
make  me  a  plug  in  two  sizes  of  rubber  with  flat  flange  which  I 
use  until  the  patient  becomes  accustomed  to  it.  The  concavo- 
convex  flange  sometimes  so  pinches  the  tissues  wheu  pressed 
down  by  the  abdominal  support  that  it  cannot  be  worn  at  first. 
But  after  the  cutaneous  orifice  has  hardened  for  a  while  the 
plug  with  the  concavo-convex  flange  is  better.  The  plug 
should  be  long  enough  to  reach  the  bladder.  Some  few  cases, 
though,  cannot  tolerate  the  pressure  of  the  plug  in  the  viscus, 
and  it  should  in  these  cases  not  quite  reach  the  bladder-wall. 
I  have  never  seen  two  cases  that  could   be  treated  exactly 

Fig.  2. 


alike,  and  hence  we  have  to  be  careful  to  adjust  a  plug  to  the 
comfort  of  each  individual  treated.  When  I  first  began  to 
use  the  fistula  plug  I  had  them  made  of  silver  and  provided 
with  a  slight  shoulder,  one-fourth  of  an  inch  from  the  flange, 
to  be  grasped  by  the  skin  and  held  in  position. 

This  shoulder,  I  thought,  was  a  necessity  in  many  cases,  to 
prevent  the  recti  muscles  from  throwing  the  plug  out.  Ex- 
perience has  taught  me  that  the  shoulder  is  unnecessary,  and 
does  not  help  matters.  The  best  and  most  convenient 
way  of  keeping  the  plug  in  is  to  wear  an  abdominal  belt 
or  support.  The  presence  of  the  plug  prevents  the  artificial 
urethra  from  closing.  There  is  a  tendency  of  the  entire 
track  of  the  fistula  to  contract,  but  more  so  at  the  cutane- 
ous orifice.  I  do  not  think  the  recti  muscles  play  much 
part  in  the  retention  of  the  urine,  but  there  is  formed  at 
the  vesical  orifice  a  pseudo-sphincter  that  in  many  cases  will 
so  control  the  urine  that  the  patient  can  retain  it  without 
dribbling  from  four  to  six  hours.  I  have  never  seen  a  case 
where  the  wash  did  not  have  to  be  kept  up  daily  that  could 
not  be  allowed  to  close.     So  long  as  the  fistula  is  a  necessity 
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there  will  be  sufficient  pathological  causes  to  necessitate  the 
daily  washing  of  the  bladder.  So  long  as  the  urethra  remains 
incompetent,  from  whatever  cause,  there  will  remain  sufficient 
vesicle  irritation  to  necessitate  the  daily  washing  of  the  blad- 
der. In  these  cases  where  the  fistula  is  created  with  the  view 
of  permanency,  there  must  be  an  admission  that  the  patient  has 
an  incurable  malady — prostatic,  urethral,  ureteral,  or  kidney. 
While  suprapubic  drainage  promises  much  in  the  way  of 
temporary  relief,  the  fistula  cannot  be  long  tolerated  without 
a  longing  desire  on  the  part  of  the  patient  to  get  rid  of  it. 
With  these  facts  before  us,  are  we  not  confronted  with  the 
necessity  for  further  surgical  aid  for  the  relief  of  the  causes 
that  necessitate  the  presence  of  the  fistula  ? 

To  be  plain,  in  conclusion,  after  we  have  relieved  the 
patient  by  drainage  sufficiently  to  build  him  up  strong  enough 
to  endure  any  kind  of  surgical  procedure,  ought  we  not  to 
remove  the  prostate  rather  than  continue  the  fistula? 


TUBERCULOSIS  OF  THE  BLADDER. 


By  Hunter  McGuire,  M.D., 
Richmond,  Va. 


Four  years  ago,  I  found  one  day  in  my  hospital  a  young 
man  who  gave  me  the  following  history  :  He  was  twenty-two 
years  old ;  had  had  occasional  symptoms  of  trouble  with  his 
bladder  for  about  two  years ;  had  never  had  gonorrhoea  or 
syphilis.  His  mother,  aunt,  and  two  sisters  had  died  with  con- 
sumption. Two  or  three  months  ago  during  the  act  of  passing 
water  he  was  suddenly  seized  with  pain  in  the  end  of  his  penis 
and  found  the  last  few  drops  of  urine  contained  blood.  Fre- 
quency of  micturition  was  the  next  symptom,  and  this  last 
became  gradually  so  urgent  that  he  sat  for  hours  on  a 
chamber-pot,  discharging  every  few  minutes  about  a  teaspoon- 
ful  of  urine.  He  was  in  this  position  when  I  first  saw  him, 
the  vessel  being  on  the  floor,  and  his  thighs  flexed  on  his  body 
until  his  chin  rested  on  his  knees.  He  said  that  no  other  posi- 
tion gave  him  as  much  comfort  during  "  his  spell."  The  symp- 
toms in  the  end  of  the  penis,  the  occasional  appearance  of 
blood,  and  frequency  of  making  water  were  like  those  of  stone. 
Unless  he  was  under  the  influence  of  morphine,  the  pain  kept 
him  awake  for  hours  at  night,  and  he  was  compelled  to  get  up 
every  few  minutes  and  make  water.  I  found  he  had  periods 
of  rest  just  as  patients  do  in  cases  of  stone  in  the  bladder. 
He  went  sometimes  a  week  or  more  without  pain,  or  very 
frequent  micturition;  sometimes  the  respite  lasted  only  a  day 
or  two.  During  the  intervals  of  his  attacks  exercise  did  not 
hurt  him;  he  could  ride  on  horseback,  jump  out  of  his  carriage, 
without  bringing  on  an  exacerbation  of  his  symptoms.   I  found 
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during  an  interval  of  rest  that  his  bladder  had  diminished  in 
size,  and  the  evacuations  at  his  best  were  more  frequent  than 
natural.  The  urine  was  odorless,  contained  some  pus,  and  was 
slightly  acid.  In  the  epididymis  of  the  right  side  a  slight 
swelling  was  discovered,  which  when  opened  discharged  tuber- 
cular-looking pus.  In  examining  the  prostate  through  the 
rectum,  I  could  feel  a  number  of  hard,  shot-like  bodies.  This 
man  had  the  history  and  symptoms  of  tuberculosis  of  the 
bladder. 

It  occurred  to  me  that  if  I  could  put  this  man's  bladder  at 
rest,  that  I  would  give  him,  at  least,  great  temporary  relief. 
I  made  a  suprapubic  opening,  as  you  would  do  for  stone, 
introduced  a  drainage-tube  and,  the  effect  for  good  was  almost 
immediate.  The  urine  was  drained  oif  as  fast  as  it  was  poured 
into  the  bladder,  and  the  tenesmus  ceased.  In  four  or  five 
months  the  man  was  well,  and  has  remained  so  ever  since,  it 
being  now  nearly  four  years  since  the  operation.  I  have  had 
four  other  cases,  like  the  one  described,  in  which  I  have  oper- 
ated and  drained.  In  two  of  them  death  soon  followed  the 
operation.  In  both  of  these  cases  the  tubercular  change  in 
the  bladder  was  extreme.  In  both,  the  bladder  was  contracted 
and  the  mucous  membrane  almost  entirely  destroyed.  One 
died  from  exhaustion  following  the  operation,  the  other  in  a 
few  weeks  from  general  tuberculosis.  In  both,  the  suffering 
was  lessened  by  the  drainage.  The  other  two  of  the  last  four 
cases  got  well,  one  after  a  drainage  of  ten  or  twelve  mouths  j 
the  other  still  keeps  the  artificial  track  open,  and  although 
relieved  of  all  bad  symptoms  declines  to  let  it  close  up. 

I  mention  these  cases,  and  the  success  that  I  have  had  in 
drainage  and  rest  of  the  bladder  in  tuberculosis  of  that  organ, 
to  induce  others  to  try  the  process. 
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DISCUSSION  ON  THE  PAPERS  OF  DPS.  DAVIS 
AND  McGUIRE. 

De.  John  D.  S.  Davis,  of  Birmingham,  Ala. — I  had  hoped 
that  my  paper  and  the  remarks  of  Dr.  McGuire  on  tuberculosis 
of  the  bladder  would  elicit  some  discussion  from  gentlemen  who 
have  been  doing  urethral  surgery.  Personally  I  am  glad  Dr. 
McGuire  made  his  report,  because  it  gives  me  an  opportunity  to 
make  an  explanation  that  I  might  not  otherwise  have  made. 
Some  of  his  cases  will  get  well,  they  will  be  symptomatically 
relieved  ;  others  will  not  get  well.  So  long  as  they  continue  to 
use  the  fistula  they  will  be  comfortable.  So  long  as  there  is 
enough  pathological  trouble  to  necessitate  the  daily  washing  of 
the  bladder,  the  fistula  cannot  be  allowed  to  close.  While  the 
epicystic  fistula  has  done  a  great  deal  of  good  in  prolonging  and 
saving  many  lives,  yet  in  those  cases  where  we  do  the  operation 
with  a  view  to  permanency  of  the  fistula,  we  must  admit  that  we 
have  an  incurable  malady.  In  some  prostatic  cases,  many  in  old 
feeble  men,  where  we  operate  in  an  emergency  with  a  view  of 
saving  life,  I  make  an  opening  with  a  trocar  and  canula  (as  I 
have  before  explained  before  this  Society),  withdrawing  the  stylet 
and  replacing  it  with  a  rubber  catheter,  leaving  in  the  canula  for 
twelve  or  twenty-four  hours,  and  then  withdrawing  it,  making  a 
complete  fistula  without  the  use  of  an  anaesthetic.  After  that, 
when  the  patient  gets  sufficiently  strong,  you  can  operate  and 
remove  any  trouble  amenable  to  further  surgical  procedure. 


TREATMENT  OF  GUNSHOT  WOUNDS. 


JBy  "Willis  F.  Westmoreland,  M.D., 
Atlanta,  Ga. 


The  object  of  this  paper  is  more  to  learn  something  by  the 
discussion  which  it  may  bring  out  than  what  I  may  be  able  to 
say  myself.  There  are  some  points  in  gunshot  wounds  in 
which  I  am  in  doubt. 

The  first  of  this  class  of  injuries  that  I  was  called  upon  to 
treat  was  shortly  after  I  graduated,  and  it  thoroughly  con- 
vinced me  of  the  fallacy  of  probing.  I  saw  the  case  with  a 
fellow-practitioner  of  age  and  experience.  The  patient  was 
seen  within  an  hour  after  the  injury,  which  was  self-inflicted 
with  suicidal  intent ;  the  bullet  entered  near,  the  right  nipple. 
When  we  saw  him  there  was  no  constitutional  disturbance, 
nor  was  there  up  to  the  time  we  discharged  him  as  cured,  about 
a  week  afterward.  We  made  a  most  thorough  local  examina- 
ation,  and  probed  to  the  complete  satisfaction  both  of  one- 
self and  a  group  of  friends  and  relatives  who  watched  us  at 
first  with  a  silent  but  critical  interest,  which  finally  gave  way 
to  admiring  murmurs  of  satisfaction  as  they  watched  the  care- 
fulness of  our  search.  As  the  result  of  one  examination,  we 
decided  most  positively  that  the  bullet  had  not  entered  the 
thoracic  cavity,  but  was  lodged  somewhere  in  the  pectoral 
muscles.  This  patient  died  some  six  weeks  afterward,  and 
the  physician  who  made  the  post-mortem  told  me  that  he 
found  the  right  pleural  cavity  full  of  pus,  and  traced  the 
bullet  through  the  lung,  diaphragm,  and  liver  into  the  right 
kidney,  where  he  found  it  encysted. 

S  Surg  12 
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A  retrospective  view  of  the  symptoms  which  developed  in 
this  case  convinces  me  that  had  we  not  formed  such  a  posi- 
tive opinion  as  to  the  position  of  this  ball  we  would  have 
associated  his  remote  symptoms  with  the  injury  and  arrived 
at  a  diagnosis  in  time  to  have  operated  and  saved  the  patient's 
life.     This  case  furnished  much  food  for  reflection. 

So  far  as  gunshot  wounds  are  concerned,  early  operation 
gives  good  results. 

In  the  discussion  of  gunshot  wounds  it  is  better  to  begin 
with  the  projectile  that  inflicts  the  injury.  The  improved 
arms  of  to-day,  discharging  a  conical  bullet  from  a  highly 
charged  cartridge,  through  a  rifled  barrel,  has  a  penetrating 
power  unknown  and  unappreciated  in  former  writings  upon 
this  subject.  It  inflicts  a  wound  more  on  the  order  of  a  punc- 
tured than  the  former  lacerated  contused  wounds,  and  there  is 
less  comminution  when  a  bone  is  struck  ;  nor  is  deflection  so 
apt  to  occur.  The  wound  of  exit  is  also  more  apt  to  corre- 
spond to  that  of  entrance,  and  there  is  less  danger  of  infection 
from  the  cartridge  ball  than  from  the  old  powder  and  ball 
weapon,  which  was  also  liable  to  carry  the  wadding  into  a 
wound.  There  is  no  longer  any  mystery  about  gunshot 
wounds,  though  there  are  erroneous  teachings.  Particularly 
is  this  true  in  regard  to  the  bullet  generating  enough  heat  in 
its  passage  to  destroy  germs  that  may  have  lodged  on  it. 
Even  so  prominent  a  writer  as  Eoswell  Park,  in  an  article 
on  the  early  treatment  of  gunshot  wounds,  claims  for  the  bullet 
that  "it  is  so  heated  in  its  passage  out  of  the  weapon  and 
through  the  air  that  it  kills  any  germs  which  may  have  found 
lodgment  on  it,  i.  e.,  it  enters  the  body  in  an  aseptic  condition." 
The  experiments  of  La  Garde  (Louis  A.,  New  York  Medical 
Journal,  October  22,  1892)  controvert  this,  and  these  experi- 
ments conclusively  prove  that  "  the  heat  developed  by  the  act 
of  firing  is  not  sufficient  to  destroy  all  the  organic  matter  on  a 
projectile." 

When  a  bullet  enters  the  human  body  and  penetrates  a 
cavity,  and  particularly  that  of  the  abdomen,  its  location  is  a 
simple  unknown  quantity. 
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Shock. — Shock  is  out  of  proportion  to  the  injury  in  a  great 
many  cases  of  civil  practice ;  and  this  is  likewise  true  in  army 
practice.  A  man  may  have  a  limb  carried  away  without  direct- 
ing his  attention  to  it.  Of  course,  that  is  primary  shock.  In 
shock  of  this  kind  the  usual  remedies  ai'e  given,  and  in  a 
short  time  the  surgeon  can  tell  from  the  constitutional  symp- 
toms as  to  whether  the  injury  is  one  of  a  serious  character. 

In  regard  to  cerebral  injuries,  I  think  the  profession  is  in  a 
rather  mixed  condition — that  is,  in  cases  where  we  have  frac- 
tures the  result  of  gunshot  wounds.  I  am  thoroughly  con- 
vinced in  my  own  mind  that  all  cases  with  symptoms  of 
depressed  fracture  should  be  relieved.  As  to  interference  with 
the  brain,  I  am  in  some  doubt  as  to  whether  we  should  probe 
or  not.  You  can  follow  a  bullet  into  the  brain  with  an  elastic 
catheter  without  doing  much  damage  to  the  integrity  of  the 
cerebral  substance.  With  a  stiff  probe  introduced  with  the 
idea  of  following  the  bullet,  you  probe  down  through  a  sinus 
or  a  septum  between  the  cerebral  tissue  in  different  portions 
of  the  brain  other  than  that  in  which  the  bullet  was  dis- 
covered post-mortem ;  in  other  words,  the  probing  has  a  good 
deal  to  do  with  killing  the  patient.  The  bullet  is  found  per- 
haps an  inch  from  the  point  of  entrance,  the  exploration 
never  having  revealed  it  at  all.  Another  point  in  regard  to 
cases  of  brain  surgery  from  gunshot  wounds  is  the  fact  that 
it  may  be  taken  for  granted  that  you  have  removed  all  sources 
of  irritation  that  have  produced  the  epilepsy.  As  a  sequel  of 
gunshot  wounds  you  may  have  either  infection,  hemorrhage, 
abscess,  or  hernia.  I  am  satisfied  that  the  majority  of  cases 
of  hernia  that  result  fatally  are  due  to  cerebral  abscess.  As 
early  as  1840,  Gordon  Buck  (New  York  Medical  Journal),  in 
his  report  of  thirty-three  cases,  states  that  in  all  in  which  he 
had  an  opportunity  of  making  an  examination,  an  abscess 
was  found  in  the  substance  of  the  brain  or  upon  its  surface  in 
the  immediate  vicinity  of  the  hernia. 

If  you  open  the  abscess,  there  is  no  reason  why  you  should 
not  get  perfect  results,  and  the  history  of  surgery  does  not 
show  a  recovery  from  cerebral  abscess  without  operative  inter- 
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ference ;  that  is,  your  patient  never  gets  well,  and  only  opera- 
tive interference  will  cure. 

In  regard  to  guushot  wounds  of  the  lungs  we  never  probe 
them.  There  is  no  necessity  of  seeing  whether  the  bullet  goes 
into  the  cavity  or  not.  The  constitutional  symptoms  will 
reveal  the  fact  that  the  shock  caused  by  the  emotion  of  the 
patient  has  disappeared  ;  the  character  of  the  pulse  and  tem- 
perature will  reveal  to  you  whether  it  has  penetrated  the 
cavity  or  not. 

Death  from  gunshot  wounds  of  the  lung  must  occur  from 
two  causes,  either  hemorrhage  or  infection.  No  large  vessel 
can  be  severed  at  the  extreme  lower  portion.  It  is  possible  to 
have  infection  from  the  bronchi  (large);  the  smaller  bronchi 
and  air  vesicles  are  particularly  aseptic  as  a  rule ;  at  least  75 
per  cent,  of  gunshot  wounds  are  aseptic. 

Probing  is  an  additional  source  of  danger.  It,  like  the 
removal  of  the  bullet,  tends  to  displace  the  clots  and  unseal 
vessels,  even  if  infection  is  not  carried  into  the  wound  in  this 
way.  There  is  little  deflection  by  soft  tissues  with  our  im- 
proved arms,  except  in  cases  of  tendons  and  fascia. 

The  use  of  a  high  degree  of  heat  and  chemical  agents  render 
the  projectiles  inflicting  them  sterile  or  free  from  septic  germs, 
and  that  we  can  even  go  further  and  say  that  though  the  pro- 
jectiles become  infected  from  careless  handling,  it  is  possible, 
but  not  probable,  that  even  an  infected  bullet  will  not  infect 
a  properly  treated  wound.  I  have  never  seen  pus  in  a  wound 
that  was  promptly  occluded,  without  probing  or  other  meddle- 
some interference,  and  I  think  I  am  perfectly  safe  in  saying 
that  90  per  cent,  of  properly  treated  wounds  (gunshot)  are 
aseptic.  These  wounds  always  bleed  sufficiently  for  Nature  to 
form  an  occlusive  blood-clot.  An  antiseptic  cleansing  of  the 
surrounding  parts,  a  piece  of  protective  or  rubber  tissue  to 
insure  the  filling  of  the  wound  with  blood,  and  the  appli- 
cation of  an  antiseptic  dressing,  with  perfect  rest  of  the 
part,  will  insure  the  perfect  organization  of  the  part  as 
we  have  after  operations — that  is,  union  by  the  moist  blood- 
clot. 
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Probe. — I  never  use  a  probe  in  a  gunshot  wound  except  as 
it  may  become  necessary  in  the  progress  of  a,  formal  antiseptic 
operation.  The  probing  rarely  does  any  good  beyond  satis- 
fying a  morbid  curiosity.  Even  if  your  wound  is  not  infected 
by  the  probe  itself,  it  allows  the  entrance  of  air.  It  destroys 
Nature's  occlusive  blood-clot,  and  in  this  way  prevents  prompt 
union.  Shreds  of  clothing  are  easily  discovered,  and  if  the 
bullet  is,  its  removal  is  generally  contra-indicated,  for  if  dis- 
covered near  the  surface  in  auother  part,  its  removal  at  this 
time  simply  affords,  through  the  two  openings,  double  oppor- 
tunities for  infection.  The  probing  may  start  a  troublesome 
hemorrhage  which  had  ceased.  A  bullet  imbedded  in  the 
tissues  is  an  inoffensive  substance. 

A  gunshot  wound  of  the  abdomen,  if  it  is  penetrating,  will 
nearly  always  prove  fatal  without  operative  interference.  The 
best  statistics  place  the  mortality  at  91  per  cent.  In  armies 
they  do  not  count  patients  who  are  wounded,  but  cases  which 
have  recovered  from  primary  shock  and  get  into  the  hands  of 
the  surgeon.  Both  German,  French,  and  American  statistics 
of  the  last  Rebellion  give  over  91  per  cent.;  but  we  have  got 
to  take  statistics  in  inverse  ratio.  The  question  is  not  how 
they  die  from  operative  interference,  but  how  many  patients 
can  we  save  by  it?  The  mortality  statistics  being  over  91  per 
cent,  without  interference,  how  can  we  reduce  them  to  the 
80's  ?  I  am  confident  that  a  great  many  of  these  patients  can 
be  saved  by  early  operative  interference.  In  perforating  gun- 
shot wounds  of  the  intestines  patients  die  promptly  in  twenty- 
four,  thirty-six,  or  forty-eight  hours. 

I  do  not  propose  to  give  the  method  of  operating  in  these 
cases,  for  anyone  who  does  surgery  knows  the  indications  will 
be  pointed  out  after  the  abdomen  is  opened. 

There  is  one  point  on  which  I  desire  to  express  an  opinion. 
The  physician  calls  in  the  abdominal  surgeon,  and  although 
he  expresses  himself  very  radically  about  operations  involving 
the  removal  of  the  ovaries  and  tubes,  etc.,  when  he  comes  to 
these  cases  it  is  opium  and  wait.  When  he  comes  to  the  bed- 
side and  sees  the  case  before  him,  he  does  not  have  the  courage 
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of  the  conviction  lie  has  so  openly  avowed.  Particularly  is 
this  true  of  those  gynecologists  and  coeliotomists  who,  like 
toadstools,  spring  up  in  a  night.  Such  men  are  called  in  for 
support,  but  we  do  not  get  it.  An  early  operation  in  these 
cases  is  imperative,  particularly  so  where  you  have  profound 
shock  which  iudicates  perforation  of  the  bowel,  or  where  you 
have  hemorrhage.  In  such  cases  your  patieut  will  die  in 
twenty -four  or  thirty-six  hours  after  operation.  The  fact  that 
the  bowel  has  not  been  perforated,  or  that  you  do  not  have 
hemorrhage,  is  no  indication  that  the  patient  will  not  die. 
Statistics  show  couclusively  that  patients  with  multiple  pene- 
trating wounds  of  the  abdomen,  which  have  not  made  per- 
forations of  the  bowel — you  may  call  them  simple  wounds  of 
the  peritoneum — will  die.  These  cases  mislead  you.  You 
have  no  profound  shock,  the  patient  rallies  from  it,  goes  to 
bed,  and  later  dies.  Examination  shows  septic  peritonitis. 
After  the  third  day  you  could  not  operate  successfully,  because 
you  have  a  subnormal  temperature.  After  the  temperature 
has  descended  to  subnormal,  you  can  make  up  your  mind 
that  the  case,  if  operated  on,  will  die  in  twelve  or  twenty- 
four  hours  thereafter. 

DISCUSSION. 

Dr.  A.  B.  Miles,  of  New  Orleans,  La. — The  subject  has 
interested  me  very  much.  The  essayist  has  furnished  a  number 
of  points  for  consideration  and  discussion,  and  I  beg  leave  to 
touch  on  only  a  few  of  them.  In  the  first  place,  in  regard  to  the 
treatment  of  gunshot  wounds  of  the  chest.  The  use  of  opium  is 
advantageous,  but  I  desire  to  recommend  the  simple  device  of 
holding  the  chest  as  still  as  possible  by  the  use  of  a  bandage.  It 
is  our  custom  in  the  Charity  Hospital  to  apply  a  bandage,  and  in 
that  way  restrain  the  respiratory  movements.  It  is  one  of  the 
simplest  and  most  efficient  methods  of  restraining  undue  respira- 
tory movements  in  gunshot  wounds  of  the  chest.  Our  plan  is  to 
constrict  the  entire  chest,  wrap  the  bandage  around  and  around 
snugly,  with  a  view  to  restraining  chest  motion  on  both  sides. 

In  regard  to  gunshot  wounds  of  the  abdomen,  there  are  some 
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conditions  that  deter  us  from  an  operation.  Our  general  rule  is 
to  open  the  abdominal  cavity  and  treat  these  wounds  surgically, 
but  there  are  some  conditions  which  prevent  our  doing  this.  My 
individual  experience  is  this :  that  we  accomplish  but  little  as  a 
rule  in  such  cases  as  gunshot  wounds  of  the  liver.  Again,  so  far, 
I  have  experienced  but  little  benefit  in  operating  late  in  cases  of 
gunshot  wound  of  the  abdomen,  if  general  peritonitis  has  followed 
the  extravasation  of  loose  fecal  matter,  and  especially  in  cases 
where  collapse  is  imminent.  The  temptation  seems  too  great  to 
operate  in  these  cases,  and  I  must  say  my  plan  has  been  to  oper- 
ate. Operation  is  the  rule,  but  I  have  not  yet  rescued  a  single 
case  of  that  character.  I  am  decidedly  in  favor  of  treating 
surgically  all  cases  of  gunshot  wounds  of  the  intestines.  Up  to 
this  date,  I  have  operated  on  fifteen  cases,  and  I  have  saved  six 
patients.  Among  these,  one  man  had  16  wounds  of  the  small 
intestine,  one  14,  one  10,  and  a  woman  had  8.  These  four  cases 
surely  would  have  died  by  the  old  plan  of  tentative  treatment. 

I  am  willing  to  confess  my  inability  to  diagnosticate  the  extent 
of  the  traumatism  within  by  the  general  symptoms  presented  by 
the  patient.  In  the  case  with  14  perforations  of  the  small  bowel,  the 
man  had  a  pulse  of  66,  full  and  good,  and  we  were  attracted  by 
the  excellent  condition  of  the  patient  on  the  operating-table.  He 
did  not  appear  to  be  shocked,  and  it  was  the  observation  of  all 
present  that  the  man's  fair  condition  gave  not  the  slightest  indi- 
cation of  the  gravity  of  the  wounds  within.  Again,  some  patients 
are  so  shocked  by  the  occurrence  in  which  they  receive  their 
injury  that  they  seem  extremely  depressed  by  the  result  of  simple 
accidents.  At  this  moment  I  have  in  mind  the  case  of  a  man 
brought  into  one  of  the  surgical  wards  of  the  Charity  Hospital 
with  an  external  wound.  He  was  lifted  to  bed,  absolutely  help- 
less, and  we  thought  he  had  a  serious  gunshot  wound  of  the 
abdomen.  The  man  himself  feared  death  was  imminent.  On 
examining  his  clothes  we  found  the  bullet  in  the  leg  of  his 
drawers,  showed  it  to  him,  told  him  to  get  up  and  go  home,  but 
he  was  unable  to  get  out  of  bed  for  hours.  So  far  as  my  indi- 
vidual experience  goes,  I  have  never  been  able  to  diagnosticate 
with  precision  the  gravity  of  the  conditions  within  the  abdomen 
by  the  appearance  of  shock. 

Dr.  R.  M.  Cunningham,  of  Ensley,  Ala. — There  are  one  or 
two  points  in  Dr.  Westmoreland's  paper  that  I  desire  to  discuss 
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and  in  which  I  must  take  issue  with  him.  In  the  first  place,  the 
patient  and  the  doctor  want  to  know  in  every  case  of  gunshot 
wound  what  the  bullet  has  done,  and  where  it  is.  Now,  in  my 
opinion,  the  probe  does  not  always  accurately  determine  either  of 
these  important  questions,  yet  it  may  in  every  instance  point  out 
to  us  the  portion  of  the  body  that  has  been  invaded  or  is  liable 
to  be,  and  in  which  the  bullet  is  liable  to  do  damage  that  will 
prove  fatal  to  the  patient.  In  other  words,  by  means  of  the  probe 
we  can  tell  whether  the  bullet  has  entered  the  abdominal  cavity 
or  not.  We  cannot  tell  what  it  has  clone,  neither  can  we  tell 
where  it  is ;  and  in  probing  the  abdominal  cavity,  as  quick  as  the 
probe  passes  through  we  know  we  have  entered  the  abdominal 
cavity;  then  probing  the  abdomen  should  cease.  But  to  that  extent 
I  always  use  the  probe,  and  I  regard  it  as  absolutely  harmless. 
You  can  probe  chest  wounds,  and  if  you  find  a  fractured  rib, 
estimate  the  distance  of  your  probe  by  the  thickness  of  the  rib, 
and  continue  to  pass  it,  and  you  can  tell  approximately  whether 
the  bullet  has  entered  the  chest  cavity  or  not.  You  cannot  tell 
what  it  has  done  there,  nor  where  it  is.  If  it  has  entered  the 
brain  you  can  tell ;  if  you  have  a  fractured  gunshot  wound  of 
the  head  you  can  tell  whether  it  has  entered  the  cranial  cavity  or 
not,  but  you  cannot  tell  what  it  has  done. 

Dr.  Fluhrer,  of  New  York,  in  a  case  of  gunshot  wound  brought 
to  the  Bellevue  Hospital,  by  means  of  an  olive-pointed  probe  was 
enabled  not  only  to  pass  it  to  determine  that  the  bullet  had 
entered  the  cranial  cavity,  but  he  traced  it  from  the  entire  left 
hemisphere  of  the  brain,  and  located  it  in  the  back  part  of  the 
head,  trephined  in  that  locality,  removed  the  bullet,  and  saved 
his  patient's  life ;  and  even  though  the  patient  might  have  got 
well  with  the  bullet  in  there,  it  saved  him  from  future  attacks  of 
epilepsy.  I  cannot  see  what  damage  the  probe  will  do  if  it  is 
aseptic ;  it  cannot  convey  any  germs.  Pass  your  probe  through 
the  flame  of  a  spirit  lamp  if  you  have  not  time  to  boil  it ;  clean 
the  surface  of  the  skin  just  as  though  you  were  going  to  do  a 
laparotomy,  wash  your  hands,  make  a  thoroughly  aseptic  pro- 
cedure. The  probe  will  pass  through  the  parietes  of  any  cavity 
without  harm.  I  consider  it  a  little  instrument  of  great  aid  in 
diagnosis. 

I  want  to  indorse,  unconditionally  and  unequivocally  what  Dr. 
Miles  has  said  in  regard  to  gunshot  wounds  of  the  abdomen :  that 
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it  is  impossible  to  determine  the  extent  of  the  injury  by  the 
symptoms  presented.  I  had  a  case  of  a  similar  character  in 
which  the  abdominal  wall  was  not  penetrated.  The  patient  was 
almost  scared  to  death ;  there  was  much  shock.  I  think  the  shock 
in  that  case  was  due  to  a  concussion  of  the  solar  plexus.  We 
know  it  to  be  a  fact  that  a  violent  blow  over  the  solar  plexus 
sometimes  produces  death,  and  in  many  instances  violent  shock. 
The  abdomen  of  the  patient  (a  negro)  was  skinned  two-thirds 
over,  and  we  failed  to  find  the  bullet  or  its  entrance  to  the  cavity. 
We  finally  found  it  in  the  room  where  he  got  shot. 

At  the  first  meeting  of  this  Association  in  Birmingham  there 
were  cases  reported  in  which  there  was  no  shock,  and  yet  there 
was  a  wound  of  the  intestine  that  resulted  in  fatal  peritonitis. 
Mr.  President,  I  desire  to  go  on  record  as  saying  that  perforation 
of  the  intestine,  whether  from  a  bullet,  a  knife,  or  an  ulcer, 
or  what  not,  with  the  escape  of  gas  into  the  abdominal  cavity, 
means  absolutely  and  unequivocally  fatal  septic  peritonitis, 
unless  promptly  relieved  by  surgery.  Sometimes  we  have  ex- 
tensive injuries  in  the  abdomen  without  the  least  shock.  A  negro 
was  shot  with  twelve  buckshot  ;  he  had  a  pulse  of.  70,  with  a 
temperature  slightly  elevated.  He  was  brought  into  the  hospital, 
and  in  twenty-four  hours  there  began  symptoms  of  peritonitis ;  in 
twenty-four  hours  more  he  was  dead.  The  liver,  kidneys,  ascending 
colon,  and  lower  lobe  of  the  lung  were  riddled  with  bullets,  yet 
he  did  not  have  a  particle  of  shock  nor  symptoms  of  serious  im- 
port until  fatal  peritonitis  started. 

In  regard  to  the  aseptic  condition  of  the  bullet,  I  indorse  the 
views  of  the  essayist  on  that  question.  In  gunshot  wounds,  if  I 
am  satisfied  an  organ  is  not  involved,  producing  no  serious 
results,  I  feel  confident  that  the  bullet  will  become  in  every 
instance  encysted.  Right  here  I  call  attention  to  a  point :  I  throw 
it  out  as  a  conjectural  proposition,  that  in  cases  in  which  the 
bullet  has  passed  in  the  vicinity  of  important  bloodvessels  in  the 
limbs,  owing  to  the  liability  of  subsequent  aneurism  being  pro- 
duced, and  owing  to  the  fact  that  free  incisions  can  be  made 
aseptically  without  danger,  I  do  not  know  but  what  in  these  cases 
we  should  investigate  the  locality,  and  tie  the  artery  then  and 
there,  in  the  event  we  find  the  walls  partially  wounded. 

In  regard  to  wounds  of  the  chest,  if  you  have  a  penetrating 
wound  here,  there  is  not  only  a  possibility  of  death  from  hemor- 
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rhage,  but  you  may  have  a  pneumo-pyothorax.  I  have  seen 
during  the  last  ten  years  perhaps  a  dozen  men  that  were  shot 
through  the  chest  cavity  that  got  well.  Understand,  I  did  not 
see  them  at  the  time  they  were  shot.  The  men  had  scars  in  front 
and  behind,  proving  that  a  man  can  have  a  wound  through  the 
lungs  which  escapes  bloodvessels,  and  gets  well.  You  may  have 
seen  lungs  that  developed  traumatic  pneumonia,  and  yet  did  not 
know  it  for  two  or  three  days.  A  man  was  shot  in  a  drunken 
frolic  in  the  back  ;  my  assistant  saw  him,  and  made  a  diagnosis. 
The  bullet,  he  thought,  had  gone  around  the  rib.  He  did  not 
probe,  because  he  was  taught  by  somebody  not  to  probe.  The 
next  morning  the  man  had  a  chill,  followed  by  fever,  bloody  ex- 
pectoration, and  had  a  circumscribed  area  of  consolidation  of 
lung  tissue — in  short,  it  was  a  case  of  traumatic  pneumonia  due 
to  the  passage  of  the  bullet.  He  made  a  perfect  recovery.  I 
would  advocate  the  use  of  the  probe  as  pointing  out  the  probable 
course  of  the  bullet,  and  what  it  may  have  accomplished,  and  in 
all  cases  where  the  bullet  has  entered  the  abdominal  cavity,  we 
should  open  the  abdomen  to  see  what  it  has  done,  and  repair  the 
injuries. 

Dr.  J.  McFadden  Gaston,  of  Atlanta,  Ga. — I  am  very  glad 
to  have  the  opportunity  of  remarking  upon  the  case  that  Dr. 
Westmoreland  alluded  to  of  gunshot  wound,  and  which  I  saw 
with  him,  in  which  the  bullet  had  traversed  the  thoracic  cavity 
and  entered  the  abdominal  cavity,  as  there  was  a  peculiar  feature 
connected  with  the  case.  The  transit  of  the  bullet  caused  such 
a  condition  as  to  induce  an  empyema  and  complete  filling  up  of 
the  chest  on  that  side.  Where  the  bullet  had  passed  through  the 
liver  and  the  tissues  below  there  was  absolutely  no  indication  of 
inflammatory  trouble  as  a  consequence  of  it.  It  traversed  the 
liver,  the  liver  had  cicatrized,  and  the  bullet  was  found  lodged 
in  the  omentum,  without  any  evidence  of  surrounding  pus  as  a 
consequence  of  inflammatory  action.  I  mention  this  fact  in 
illustration  of  the  probable  argument  in  favor  of  masterly  inac- 
tivity in  regard  to  many  of  these  cases.  Another  case,  one  inci- 
dentally alluded  to  by  Dr.  Westmoreland,  I  saw  with  him.  In 
this  case  the  bullet  had  traversed  the  thoracic  cavity  of  the  left 
side,  and  frothy  blood  came  away  from  each  act  of  respiration. 
We  concluded  to  close  up  the  wounds.  The  accumulation  of 
blood  was  so  great  as  to  push  the  heart  from  its  normal  position, 
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so  as  to  carry  the  apex  beyond  the  median  line.  With  occlusive 
treatment  the  man  got  well  without  any  serious  consequence.  I 
speak  in  reference  to  these  cases  as  to  the  general  principle  that 
should  control  us  in  regard  to  thoracic  wounds.  Recently  the 
idea  has  been  advanced  of  laying  open  the  thoracic  wall  to  get 
rid  of  the  blood  in  these  cases.  Of  course,  you  will  induce  a 
pneumothorax  whenever  this  is  done,  and  consequent  collapse  of 
the  lung,  even  if  it  has  not  been  collapsed  by  the  accumulation 
of  blood  in  the  cavity.  The  recognized  rule  amongst  those  who 
have  had  the  largest  observation  in  this  class  of  cases,  is  to  her- 
metically seal  or  to  occlude  the  openings  made  by  the  bullet  in 
its  transit  through  the  thoracic  wall.     This  is  effectual  treatment. 

In  the  last  number  of  the  Annual  of  the  Universal  Medical  Sci- 
ences a  case  is  reported  by  McClintock  of  a  young  lady,  wounded 
through  the  chest  wall,  the  cavity  being  two-thirds  full  of  blood, 
and  yet  the  wounds  were  closed  and  the  patient  got  well  without 
serious  inconvenience  in  six  or  eight  months  thereafter ;  there 
was  no  trace  of  blood ;  absorption  had  taken  place,  and  it  had 
been  removed. 

In  regard  to  the  matter  of  abdominal  wounds,  I  think  the  a 
priori  reasoning  would  be  iu  regard  to  these  cases  that  interference 
should  be  the  rule.  Some  time  ago  we  had  a  medico-legal  case 
in  our  city  involving  an  opinion  in  regard  to  a  case  of  this  kind, 
in  which  a  man  had  received  a  wound,  the  bullet  having  entered 
the  thoracic  wall  and  passed  down  into  the  abdomen.  My  own 
view — I  happened  to  be  called  in  the  first  instance  to  see  the 
case — was  that  it  was  a  case  calling  for  surgical  interference,  as 
there  was  vomiting  of  blood,  indicating  that  the  bullet  had 
probably  passed  through  the  stomach — at  least,  that  was  the 
inference.  I  gave  that  view.  The  surgeon,  who  was  called  in 
on  the  part  of  the  family,  was  disposed  to  let  the  case  alone,  and 
the  man  died  on  the  fifth  day,  and  we  then  had  an  opportunity 
of  judging.  The  bullet  had  passed  through  a  portion  of  the 
colon  and  also  a  portion  of  the  stomach,  and  had  lodged  in  the 
tissues  on  the  side  of  the  spinal  column.  I  still  think  in  that 
case,  if  my  suggestion  had  been  adopted  immediately  after  the 
injury  was  received,  and  the  bullet  openings  closed  up,  the  man 
might  have  recovered. 

It  devolved  upon  me  to  look  up  the  statistics,  as  I  expected  to 
be  put  on  the  witness-stand.     I  found  in  all  gunshot  wounds  of 
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the  abdomen  the  statistics  were  about  equal  in  those  cases  operated 
on  and  those  that  had  been  left  to  take  their  course ;  and  the 
mortality  is  about  70  per  cent,  in  those  cases  treated  by  operation 
and  in  those  that  are  let  alone  and  allowed  to  pursue  their  course. 
So  it  seems  that  masterly  inactivity  is  about  as  successful  as  our 
surgery. 

I  wish  to  mention  a  case  that  I  saw  last  summer  in  Chicago, 
in  the  German  Hospital,  under  the  care  of  Dr.  Fenger.  It  was 
a  case  of  gunshot  wound,  but  through  disability  Dr.  Fenger 
could  not  take  charge  of  the  case.  The  operation  was  there- 
fore performed  by  one  of  the  hospital  internes.  The  man  re- 
ceived a  wound  on  the  right  side,  the  bullet  passing  out,  making 
six  holes  in  the  small  intestine  and  two  in  the  colon.  The  holes 
were  sewed  up  with  Lembert  suture,  without  dissecting  the  edges 
of  the  wound,  and  the  patient  died  in  the  course  of  six  hours 
after  this  operation. 

Dr.  James  A.  Goggans,  of  Alexander  City,  Ala. — The  cases 
related  by  Dfs.  Miles  and  Cunningham  are  wholly  sufficient  to 
establish  in  our  minds  the  fact  that  we  should  be  very  particular 
as  to  when  we  open  the  abdomen  in  gunshot  wounds.  I  treated 
two  cases  recently  where  they  had  pistol  wounds  of  the  abdomen, 
and  one  of  them  was  in  the  second  week  of  typhoid  fever,  though 
up  and  able  to  be  about.  I  advised  non-interference.  One  of 
them  did  not  have  much  shock  ;  the  other  had  considerable.  I 
nevertheless  advised  non-interference,  and  both  of  them  recovered  ; 
consequently  I  make  it  a  rule  never  to  open  the  abdomen  for 
anything  unless  the  symptoms  are  urgent  and  demand  it.  I  think 
it  is  a  safe  rule  to  go  by.  I  would  be  willing  to  open  the  abdo- 
men in  cases  where  I  thought  the  intestine  was  injured.  The  two 
cases  which  I  saw  were  shot  centrally  through  the  abdomen  in 
the  right  iliac  region,  and  I  could  not  conceive  how  it  was  the 
intestines  could  be  injured,  and  my  action  in  the  matter  proved 
that  I  was  correct,  that  they  did  not  need  a  laparotomy.  The 
cases  are  noted  ones  in  Alabama  and  known  to  a  great  many 
people. 

Dr.  John  D.  S.  Davis,  of  Birmingham,  Ala. — There  are  so 
many  points  about  this  interesting  paper  that  I  shall  not  have 
time  to  discuss  them  all  and,  therefore,  will  restrict  my  remarks 
to  gunshot  wounds  of  the  abdomen.  I  am  sorry  to  state,  with 
Dr.  Miles,  that  my  experience  with  gunshot  wounds  of  the  liver 
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has  been  very  bad,  yet  I  have  seen  some  of  these  cases  in  my 
experimental  work  on  dogs  get  well  from  gunshot  wounds  of  the 
liver. 

I  congratulate  Dr.  Miles  on  the  recovery  of  his  two  patients 
with  so  many  perforations.  (Here  Dr.  Davis  described  on  the 
board  his  method  of  operating  for  gunshot  wounds  of  the  abdo- 
men.) 

Very  successful  recoveries  from  laceration  of  the  bowels  occur 
in  the  hands  of  gynecologists,  and  the  reason  they  are  successful 
is  because  when  they  lacerate  the  bowel  they  close  it  immedi- 
ately ;  they  do  not  have  the  infection  that  we  have  from  gunshot 
wounds  or  belly  injuries.  If  I  had  to  wait  any  length  of  time 
in  these  cases  I  should  do  an  anastomosis.  I  prefer  to  operate 
without  any  device  now.  It  takes  an  expert  to  do  the  operation 
as  Dr.  Miles  has  described  it  on  the  board,  and  his  success  is  due 
to  rapid  operating  and  thorough  cleanliness.  In  these  cases  the 
mesenteric  vessel  should  be  detached,  and  if  that  is  done  you  cut 
off  the  blood-supply.  A  large  percentage  of  selected  cases  in  ex- 
perimenal  work  on  dogs  will  die  from  a  slough.  With  such  a 
large  percentage  against  the  operation  as  described,  I  do  not 
think  anyone  would  care  to  recommend  it  when  the  surgeon  can 
do  an  anastomosis  so  easily.  Whenever  we  get  a  perforation  of 
the  abdomen,  we  do  not  know  what  is  injured,  and  it  should  be 
explored,  not  by  anybody,  but  by  someone  capable  of  recogniz- 
ing and  repairing  the  wounds.  A  small  percentage  of  gunshot 
wounds  of  the  belly  get  well  without  operative  interference.  No 
operation  is  better  than  to  subject  the  patient  to  the  risk  and 
danger  a  novice  will  hazard. 

With  reference  to  shock,  it  is  misleading.  I  have  seen  the 
belly  riddled  with  bullets,  the  man  walk  a  mile  and  a  half,  and 
then  lie  down  ;  with  a  pulse  of  75,  temperature  normal,  and 
respiration  17.  I  have  reported  this  case  and  perhaps  you  are 
familiar  with  it.  The  thing  to  do — when  you  have  a  case  of 
gunshot  wound  of  the  belly  and  are  not  sure  that  the  bullet  has 
entered  the  cavity — is  to  enter  the  cavity,  seek  the  injury  and 
repair  it. 

Dr.  F.  W.  Parham,  of  New  Orleans,  La. — With  regard  to 
the  question  of  probing  in  abdominal  wounds,  I  do  not  think  we 
should  probe  unless  we  are  prepared  to  operate,  if  the  cavity  has 
been  penetrated.     If  we  are  prepared  to  make  an  operation  for 
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the  relief  of  injury  done  by  a  penetrating  wound,  then  I  think 
we  ought  to  probe  so  we  can  determine  positively.  This  should 
be  the  test  of  the  advisability  of  probing.  I  have  a  case  in  mind 
where  it  was  thought  the  wound  had  penetrated  the  abdominal, 
cavity,  but  a  laparotomy  revealed  the  fact  that  it  was  not  so 
The  probe  had  not  been  used.  It  is  a  very  difficult  matter  to  tell 
what  injury  is  done  until  the  abdomen  is  opened.  If  we  are  not 
prepared  to  operate,  there  is  no  necessity  of  probing.  We  may 
take  the  view  that  Mr.  Lister  has  lately  enunciated,  that  the 
atmosphere  is  not  a  great  source  of  danger ;  I  do  not  think  as 
yet  we  ought  to  throw  it  away  entirely  as  a  source  of  danger 
when  we  open  up  a  wound.  I  think  there  is  some  chance  of 
damage  being  done  by  even  an  aseptic  probe. 

As  regards  the  matter  of  determining  whether  the  case  has 
internal  injuries  or  not,  it  seems  to  me  it  is  impossible  to  tell  that 
in  most  cases.  In  some  cases  we  can  get  a  good  deal  of  informa- 
tion by  noticing  the  location  of  the  wound  and  by  trying  to 
determine  the  direction  of  it.  A  wound  located,  for  instance, 
near  the  umbilicus  is  almost  necessarily  a  wound  that  damages 
the  intestines,  especially  if  the  hole  made  indicates  the  direc- 
tion of  the  ball  at  a  right  angle.  I  have  read  of  one  case, 
reported  several  years  ago,  in  which  the  ball  entered  close  to  the 
umbilicus,  subsequently  coming  out  through  the  rectum,  with 
recovery. 

Shock  is  very  deceptive.  I  have  seen  cases  in  the  Charity 
Hospital  where  the  patient's  death  seemed  almost  inevitable,  yet 
he  has  recovered.  In  other  cases  the  shock  manifest  was  slight, 
yet  a  fatal  result  was  rapid.  It  seems  to  me  that  we  have  to 
make  up  our  mind  in  any  and  all  cases,  where  we  cannot  say 
positively  that  the  bullet  has  not  done  injury,  to  open  the  abdom- 
inal cavity  and  make  an  exploration.  That  view  is  emphasized 
by  the  fact  that  an  abdominal  section  is  not  necessarily  a  danger- 
ous procedure.  If  conducted  under  aseptic  precautions,  no  harm 
will  be  done  by  the  operation  itself.  The  greatest  danger  of  the 
exploration  is  that  of  increasing  the  shock,  but  this  fear  should 
not  deter  us  if  the  condition  justified  operation  at  all. 

With  regard  to  gunshot  wounds  of  the  thorax,  probing  will 
not  generally  be  justifiable,  since  in  most  cases  the  information 
gained  as  to  penetration  or  non-penetration  of  the  cavity  will 
not  assist  us  materially  in  the  management  of  the  wound  itself. 
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Our  prognosis  might  be  altered  by  the  use  of  the  probe,  but  the 
treatment  will  not  be  essentially  modified  thereby. 

Dr.  Westmoreland. — I  have  been  a  little  misunderstood  in 
regard  to  the  use  of  the  probe.  The  probe  should  be  a  part  of  a 
formal  antiseptic  operation — that  is,  if  you  have  reason  to  suspect 
that  the  abdomen  has  been  penetrated,  you  should  prepare  for 
your  operation  and  make  use  of  the  probe  as  a  part  of  that 
operation. 

Now,  in  the  lower  extremities  there  can  be  no  doubt  about  the 
injury  of  probing.  Take  a  man,  for  instance,  who  is  shot  through 
the  leg  or  arm,  or  any  portion  of  the  fleshy  part  of  the  body, 
active  probing  undoubtedly  breaks  down  the  blood-clot.  It  does 
more  than  that.  Where  a  bullet  has  penetrated  the  fleshy  tissue 
of  the  leg,  we  have  got  around  the  circumference  of  that  wound 
from  the  beginning  to  the  end  a  tissue  which  you  may  say  is 
between  the  condition  of  life  and  death.  It  is  that  tissue  which 
has  been  necrosed  by  the  action  of  the  bullet  or  by  the  contusion. 
If  you  probe  such  a  wound  you  cause  a  breaking  down  of  that 
tissue.  I  do  not  mean  to  say  that  you  have  a  septic  abscess  ;  but 
wherever  you  have  broken-down  tissue  you  have  pus,  the  result 
of  breaking  down  of  the  tissue.  It  may  not  be  septic,  because 
pus  in  a  cold  abscess  is  not  necessarily  septic.  Every  time  you 
probe  a  wound  of  that  kind  you  have  tissue  which  is  between  a 
condition  of  life  and  death,  and  your  probe  decides  it  invariably. 

In  regard  to  thoracic  wounds,  I  am  sorry  Dr.  Miles  has  left 
the  room,  because  I  think  his  idea  of  bandaging  the  chest  is  a 
bad  one — that  is,  where  he  carries  it  clear  around  the  circumfer- 
ence of  the  chest.  Instead  of  having  thoracic  breathing,  he  has 
abdominal  breathing.  If  he  wants  to  limit  breathing  space  to 
the  side  of  the  lung,  and  only  one  side  is  injured  by  the  bullet, 
he  can  do  it  by  adhesive  strips,  winding  them  an  inch  and  a  half 
or  two  inches  around  ,the  sternum,  carrying  them  around  that 
side  of  the  chest  as  far  as  necessary.  In  this  way  the  opposite 
lung  acts  as  a  compensatory  air  reservoir.  I  am  sure  from  per- 
sonal experience  with  these  cases,  that  there  can  be  no  compari- 
son with  the  results  of  the  two  methods,  because  with  my  method 
we  do  not  have  abdominal  breathing  nor  thoracic — it  is  limited  to 
the  healthy  lung  entirely.  The  use  of  opium  in  these  cases  is 
very  essential.  For  instance,  in  a  wound  of  the  thorax,  the 
moment  the  respiration  is  subnormal — instead  of  19  or  20, 1  would 
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rather  have  it  17 — I  use  opium,  as  it  cuts  off  irritation.  There  is 
no  occasion  for  a  person  to  die  from  a  wound  of  the  lung,  unless 
rupture  of  a  large  bloodvessel  has  taken  place,  or  the  bullet  has 
penetrated  the  large  bronchi  and  there  is  infection  from  breathing. 
If  it  has  penetrated  a  small  vessel,  it  is  hemorrhage  that  we  want. 
We  want  hemorrhage  in  gunshot  wounds  to  fill  the  wound,  and 
in  that  way  we  get  the  formation  of  blood-clot. 

In  abdominal  cases  I  am  reasonably  certain  from  my  own 
experience  that  the  cases  which  have  recovered  were  those  in 
which  the  bullet  did  not  penetrate  the  belly ;  that  those  cases  in 
which  the  bullet  was  supposed  to  have  entered  the  liver,  the 
kidney,  or  colon,  were  extra-peritoneal ;  that  so  far  as  the  wound 
was  concerned,  it  was  in  a  position  where  the  intestine  was  near  the 
surface,  so  that  the  rapid  occlusion  of  nature  took  place  and  pre- 
vented the  wound  from  infecting  the  abdominal  cavity.  A  clot 
was  thrown  out,  adhesions  took  place,  because  it  was  near  the 
surface  or  was  extra-peritoneal.  Those  are  the  cases  that  recover, 
and  there  is  no  reason  why  they  should  not  as  any  ordinary  gun- 
shot wound  should  do. 

I  want  to  impress  one  point :  that  gunshot  wounds  of  the  abdo- 
men, whether  they  have  pierced  the  gut  or  not,  are  just  as  fatal, 
and  anyone  who  examines  the  subject  and  its  literature,  and 
takes  case  after  case,  will  agree  with  me.  They  may  not  die  as 
quickly,  the  only  difference  being  that,  instead  of  dying  on  the 
second  or  fourth  day,  they  die  on  the  sixth  or  eighth  day,  from 
suppurative  peritonitis,  from  injury  to  the  peritoneum,  whether 
the  gut  has  been  pierced  or  not.  If  any  of  you  will  turn  to  the 
history  of  the  war  of  the  Rebellion  and  read  it,  you  will  find 
that  is  true. 


REPORT  OF  TWENTY-TWO  ABDOMINAL 
SECTIONS    IN   GENERAL 
SURGERY. 


By  "W.  B.  Rogers,  M.D., 

Memphis,  Tenn. 


The  following  is  a  report  of  my  operations  on  the  abdominal 
viscera  during  the  past  year.  I  have  included  only  those 
cases  in  which  the  abdominal  wall  has  been  traversed  by  the 
knife,  and  the  peritoneal  cavity  thus  exposed.  All  cases  of 
suppurative  appendicitis  and  other  collections  of  pus  in  which 
the  fluid  was  reached  and  evacuated  without  invading  the 
uninfected  peritoneum  have  been  omitted.  Those  of  you  who 
have  enjoyed  operating  in  a  well-regulated  hospital  can  appre- 
ciate the  advantages  accruing  to  the  operator  over  those 
obtained  in  what  might  be  termed  outside  general  surgery. 
In  a  hospital  the  operator  has  complete  control  of  the  case ; 
in  non-emergency  cases  the  minute  details  of  preparatory 
treatment  can  be  carried  out  to  his  satisfaction,  and  he  operates 
on  a  patient  whose  secretions  are  all  good.  In  emergency 
cases,  such  as  have  been  most  of  these  presented  in  this  report, 
the  saving  of  time  by  reason  of  convenience  of  arrangements, 
and  having  everything  at  hand  to  meet  complications  arising 
during  an  operation,  is  an  all-important  element  in  the  suc- 
cessful ending  of  an  operation  on  the  abdominal  viscera. 
The  thoroughness  of  an  operation  obtainable  by  reason  of 
conveniences  and  reliable  trained  assistants  cannot  be  over- 
estimated. The  complete  control  over  the  patient  enables  the 
operator  to  maintain  perfect  quietude,  as  well  as  carrying  out 
in  detail  and  with  promptness  the  all-important  after-treat- 
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ment,  both  local  and  general ;  and,  in  my  opinion,  the  after- 
treatment  of  a  case  of  abdominal  surgery  requires  as  much 
care  and  skill  as  does  the  operation  itself.  For  these  reasons 
I  have  included  only  those  cases  operated  on  in  my  infirmary 
and  St.  Joseph's  Hospital,  because  it  is  manifestly  unjust  to 
operator  and  operation  to  include  those  cases  operated  upon 
on  the  outside  and  under  unfavorable  surroundings. 

A  careful  reading  will  show  the  critical  condition  that  most 
of  these  cases  had  reached  when  the  operation  was  undertaken, 
and  it  has  been  to  careful  nursing  and  close  watching  in  the 
early  hours  of  the  after-treatment  that  more  than  one  of  the 
recoveries  may  be  accredited.  In  evidence  of  the  thorough- 
ness of  the  aseptic  and  antiseptic  details,  in  only  one  instance 
did  fatal  peritonitis  arise  after  the  operation,  and  that  pre- 
sented the  features  of  traumatic  peritonitis.  One  death  (Case 
XXI.)  occurred  on  the  eleventh  day  from  acute  nephritis, 
without  any  intra-peritoneal  inflammation  or  evidence  of  lesion 
of  any  other  organ.  Excluding  those  cases  in  which  the 
intra-abdominal  condition  was  irremediable  by  any  operation, 
and  Case  XXI.,  in  which  death  occurred  from  nephritis,  it 
will  be  seen  that  there  were  nineteen  operations  with  one 
death. 

Case  II.  represents  two  operations. 

Case  I.  Resection  of  the  small  intestine  for  gangrene ;  end-to- 
end  anastomosis  with  the  Murphy  button. — On  Thursday,  October 
12,  1893,  R.  H.,  twenty  years  of  age,  jumped  from  a  wagon  to 
the  ground.  The  jar  caused  the  descent  of  a  right  inguinal 
hernia,  to  which  he  had  been  subject  for  several  years.  He  had 
previously  been  able  to  reduce  the  hernia  whenever  it  appeared, 
without  the  aid  of  a  physician,  but  on  this  occasion  he  failed, 
and  called  his  physician,  who,  without  the  aid  of  an  anaesthetic, 
and  with  very  little  effort,  apparently  succeeded  by  taxis  in 
pressing  the  hernia  back  into  the  abdomen.  The  patient,  how- 
ever, continued  to  complain  of  pain  extending  from  the  inguinal 
canal  toward  the  umbilicus.  There  was  a  slight  fulness  or  in- 
duration at  the  site  of  the  internal  ring,  but  apparently  this  was 
within  the  abdominal  cavity.     The  patient's  general  condition 
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was  nearly  normal.  During  the  next  two  days,  calomel,  salts, 
and  oil  failed  to  act  on  the  bowels.  So  also  did  repeated 
enemata  of  large  quantities  of  water  fail  to  bring  away  fecal 
matter.  The  abdomen  was  gradually  becoming  distended  and 
tympanitic,  and  when  I  saw  the  man,  two  days  after  the  occur- 
rence of  the  hernia,  I  found  the  belly  greatly  swollen,  tympanitic, 
with  marked  tenderness  from  the  umbilicus  down  to  the  inguinal 
canal  on  the  right  side.  He  was  vomiting  a  dirty  greenish- 
looking  fluid,  with  distinctly  fecal  odor.  The  pulse  and  tempera- 
ture were  about  normal.  I  invaginated  the  scrotum  with  my 
finger,  carrying  it  well  up  into  the  inguinal  canal,  but  was  unable 
to  feel  the  hernia  there,  though  just  above  Poupart's  ligament, 
and  just  under  the  internal  ring,  there  remained  a  small  indura- 
tion, indistinctly  felt  by  reason  of  distention  of  the  abdomen. 
I  concluded  that  the  hernia  had  either  been  reduced  in  its  sac,  or 
else  that  both  had  been  well  pressed  up  the  inguinal  canal,  and 
between  the  peritoneum  and  wall  proper.  An  operation  was  at 
once  decided  upon.  An  incision,  three  inches  long,  was  made 
over  the  site  of  the  appendix.  At  least  a  pint  of  blood-stained 
water  escaped  from  the  peritoneal  cavity.  Inserting  my  two 
fingers,  I  detected  a  constriction  at  the  internal  ring,  and  succeeded 
in  drawing  out  eight  inches  of  intestines.  This  I  brought  through 
the  abdominal  wound  to  the  outer  surface  of  the  abdomen.  The 
bowel  was  so  congested  at  each  extremity  of  the  eight  inches, 
where  the  encircling  band  had  constricted  it,  that  the  peritoneum 
had  given  way,  and  gangrene  was  imminent.  I  immediately  cut 
out  ten  inches  of  intestine,  and  made  an  end-to-end  approximation 
by  means  of  Murphy's  button.  All  hemorrhage  was  arrested, 
the  abdomen  cleansed,  and  a  drainage-tube  so  placed  as  to  reach 
the  bottom  of  the  pelvis.  The  wound  was  closed  with  silk 
sutures,  and  the  patient  taken  off  the  table  with  a  pulse  of  80. 
The  reaction  that  night  was  pronounced,  the  temperature  reach- 
ing 103°,  but  it  fell  promptly  by  morning  to  991°.  The  pulse 
from  that  time  on  did  not  go  above  86,  and  the  temperature 
ranged  under  100°.  Fifteen  grains  of  calomel  were  given  the 
night  after  the  operation  ;  ten  grains  were  repeated  the  next  day, 
and  by  means  of  oft- repeated  large  enemas  the  intestinal  canal, 
at  the  end  of  sixty  hours,  was  thoroughly  emptied  of  all  gas  and 
fecal  matter.  The  patient's  general  condition  was  good  all  of  the 
time  after  the  operation,  and  he  expressed  himself  ready  at  any 
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time  to  get  out  of  bed  and  go  to  work.  His  appetite  remained 
good,  and  he  is  eating  ordinary  food.  The  drainage-tube  was  re- 
moved on  the  third  day.  The  button  was  passed  at  the  end  of  the 
seventh  day.  Thirty-two  days  have  now  elapsed,  and  his  bowels 
are  acting  every  day  without  medicine.  [The  patient  was  pre- 
sented for  examination  by  the  Fellows  of  the  Association.] 

Case  II.  Distended  gall-bladder;  cholecystenterostomy  by 
Murphy's  button. — C.  E.,  fifty-three  years  of  age,  of  sedentary 
habits,  had  suffered  more  or  less  with  dyspepsia  for  years.  Six 
months  before  consultation  he  became  very  much  jaundiced,  and 
the  liver  was  greatly  enlarged.  He  had  no  fever ;  the  pulse  was 
feeble,  60  beats  per  minute.  The  man  was  emaciated  to  almost 
the  last  degree.  There  was  great  pain  over  the  pyloric  region, 
with  tenderness  all  along  the  liver,  which  projected  in  a  uniform 
line  three  inches  and  a  half  below  the  border  of  the  ribs.  At 
the  anterior  axillary  line  there  was  a  distinct  projection  down- 
ward from  the  liver,  reaching  the  anterior  superior  spinous 
process  of  the  ilium.  The  case  had  been  diagnostic  ited  by 
several  physicians  as  one  of  carcinoma  of  the  liver.  While  the 
symptoms  pointed  strongly  to  such  a  condition,  I  was  not  willing 
to  consent  to  the  diagnosis  without  an  operation.  This  growth 
had  been  rapid,  and  had  even  overreached  the  rapidity  of  growth 
characteristic  of  malignancy.  I  detected  what  I  thought  to  be 
the  rounded  end  of  the  gall-bladder  projecting  at  the  lowest 
point  of  the  enlarged  liver.  An  incision  was  made  two  and 
one-half  inches  below  the  anterior  extremity  of  the  ninth 
rib,  extending  downward  three  inches.  Upon  entering  the 
abdomen  I  found  the  liver  greatly  enlarged  and  very  much  con- 
gested. It  was  blue,  and  projecting  at  its  lowest  point  was  the 
gall-bladder.  I  succeeded  in  bringing  the  fundus  of  the  gall- 
bladder in  the  incision,  and  opening  it,  evacuated  fourteen  ounces 
of  bile.  With  a  probe  introduced  into  the  gall-bladder,  and  my 
two  fingers  in  the  abdominal  cavity,  I  was  enabled  to  follow  the 
cystic  duct  to  the  common  duct,  but  no  further.  I  examined 
with  my  two  fingers  the  under  surface  of  the  liver,  and  found 
no  signs  of  malignant  disease.  I  tested  the  common  duct  to  the 
duodenum,  and  could  find  neither  gall-stone  nor  malignant 
growth,  but  the  liver  was  so  swollen  that  a  stone  in  the  common 
duct  might  easily  have  escaped  touch. 

The  condition  of  the  patient  at  this  time  admonished  a  rapid 


W.  B.  ROGERS.  197 

completion  of  the  operation,  so  that  I  did  not  attempt  a  cholecyst- 
enterostomy,  but  sutured  the  gall-bladder  to  the  anterior  wall  of 
the  abdomen,  hoping  that  with  the  use  of  liberal  douches  of  hot 
water  I  might  succeed  in  cleariug  out  the  common  duct.  The 
patient  reacted  slowly  after  the  operation,  but  in  a  few  days  was 
out  of  all  danger.  The  hot-water  douching  was  tried,  and  every 
effort  made  to  pass  a  probe  along  the  common  duct,  but  without 
success. 

At  the  end  of  three  weeks  there  was  some  gain  in  strength,  the 
appetite  was  good,  and  the  color  had  nearly  become  natural. 
The  liver  had  receded  beneath  the  ribs.  In  this  state  I  allowed 
the  man  to  return  to  his  home  to  recuperate  before  doing  a 
cholecystenterostomy. 

The  patient  returned  after  three  weeks,  with  the  general  con- 
dition slightly  improved,  but  the  absence  of  bile  from  his  bowel 
seemed  to  have  prevented  his  gaining  in  flesh.  The  prospect  of 
improvement  in  the  absence  of  bile  was  so  unpromising  that, 
although  his  condition  was  bad,  in  consultation  it  was  deemed 
advisable  to  connect  the  gall-bladder  and  the  bowel. 

At  the  time  of  this  operation  I  again  explored  the  tract  of 
the  common  duct,  and  felt  two  distinct  enlargements,  believed  to 
be  calculi.  This  case  was  not  one  to  waste  time  in  efforts  at 
removal  of  calculi  from  the  common  duct,  so  I  hastily  performed 
the  cholecystenterostomy,  using  the  Murphy  button.  The  case 
progressed  favorably,  the  button  coming  away  from  the  fistula  in 
the  abdomen  on  the  seventh  day.  We  had  much  trouble  in  keep- 
ing the  food  from  escaping  via  the  gall-bladder.  Most  of  the 
bile  passed  into  the  bowel.  The  condition  of  the  man  for  ten 
days  was  precarious  indeed,  but  he  slowly  improved,  and  he  went 
to  his  home  at  the  end  of  four  weeks.  There  he  gained  about 
fifteen  pounds  in  flesh,  and  was  slowly  but  steadily  improving 
three  months  after  the  operation,  when  he  was  taken  with 
diarrhoea,  soon  becoming  dysenteric,  and  died  on  the  third  day. 

The  operation,  however,  of  gastroenterostomy  with  the  Mur- 
phy button  proved  entirely  satisfactory,  and  so  far  as  an  opera- 
tion was  concerned  is  to  be  regarded  as  a  success  in  this  case. 

Case  III.  Acute  appendicitis. — J.  M.,  twenty -six  years  of  age, 
a  white  male,  was  brought  to  my  infirmary  by  Dr.  Carmack,  of 
Iuka,  Miss.,  three  days  after  the  onset  of  an  attack  of  acute 
appendicitis,  which  was  marked  by  the  usual  symptoms.     He 
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had  a  pulse  of  80,  and  a  temperature  of  100°  ;  the  abdomen 
rather  full,  and  a  distinct  lump  could  be  felt  at  the  site  of  the 
appendix,  where  he  was  very  sensitive  to  pressure  ;  the  bowels 
were  acting  well  under  cathartics.  I  made  the  usual  incision, 
and  found  the  head  of  the  colon  and  a  doil  of  intestine  strongly- 
bound  together  and  to  the  wall  of  the  pelvis,  by  inflammatory 
adhesions.  These  adhesions  were  quite  strong  for  their  age,  and 
great  care  was  necessary  in  separating  them.  They  were  all 
liberated  and  the  appendix  found  tightly  bound  to  the  colon, 
very  much  swollen  and  inflamed.  It  was  tied  and  removed,  and 
the  wound  jiacked  lightly  with  gauze.  The  patient  ten  weeks 
after  the  operation  was  attending  to  his  duties  as  salesman. 

Case  IV.  Empyema  of  the  gall-Madder ;  cholecystotomy  ;  forty- 
five  calculi  removed. — Mrs.  W.,  forty-three  years  of  age,  white, 
was  seen  in  consultation  with  Dr.  Lipscomb  forty-eight  hours 
after  she  was  taken  sick.  She  was  suddenly  taken  with  a  pain, 
which  she  described  as  a  cord  around  the  base  of  her  chest. 
There  was  great  difficulty  in  breathing,  and  the  pain  extended 
down  the  right  half  of  the  abdomon,  toward  the  pelvis.  It  was 
the  time  of  her  menses,  but  the  flow  after  two  days  ceased  abruptly 
five  hours  before  she  was  taken  sick,  and  this  checking  of  the 
menses  was  naturally  looked  upon  as  playing  a  prominent  part 
in  the  causation  of  this  pain.  She  vomited  a  quantity  of  bile. 
The  pulse  was  80,  and  the  temperature  normal.  An  opiate  was 
administered,  followed  at  once  by  a  full  dose  of  calomel,  and  in 
two  hours  the  patient  had  two  large  typical  bilious  actions,  but 
her  pain  and  vomiting  of  bile  continued,  while  the  tenderness  in 
the  region  of  the  appendix  increased.  At  the  time  of  my  first 
visit  I  found  her  with  a  temperature  of  101.5°,  the  pulse  100; 
McBurney's  point  of  tenderness  very  pronounced  ;  in  fact  the 
symptoms  pointed  quite  strongly  to  a  case  of  appendicitis. 
There  was  a  distinct  tumor  the  size  of  the  fist,  extending  upward 
and  outward  from  McBurney's  point.  It  could  be  felt,  but 
could  not  be  handled  owing  to  the  pain  ;  I  succeeded,  however, 
in  detecting  some  mobility  of  this  mass  and  traced  its  outline 
upward  toward  the  liver.  While  the  symptoms  pointed  strongly 
toward  appendicitis,  and  tenderness  at  McBurnej^'s  point  was 
most  pronounced,  there  were  some  things  that  led  me  to  suspect 
a  distended  gall-bladder.  Firstly,  the  size  of  the  tumor  was  too 
great  to  have  been  attained  in  forty-eight  hours  from  appendicitis  ; 
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secondly,  an  appendicitis  producing  a  tumor  or  mass  of  adherent 
intestines  of  the  size  in  this  case  would  have  heen  accompanied 
by  such  a  degree  of  inflammation  surrounding  the  mass  as  would 
have  bound  this  down  and  prevented  any  motion  laterally ;  and 
lastly,  the  fact  of  the  two  actions  of  the  bowel  after  the  pain  had 
begun  so  severely,  together  with  this  excessive  vomiting  of  bile 
— all,  I  say,  led  me  to  doubt  the  existence  of  appendicitis  and 
rather  to  attribute  the  enlargement  to  distention  of  the  gall- 
bladder. The  previous  history  told  of  numerous  attacks  of  colic 
from  five  to  eight  years  back,  although  in  the  past  three  years 
she  had  had  no  trouble  of  that  kind.  An  operation  was  decided 
upon  for  the  relief  of  whatever  the  trouble  might  be. 

The  patient  was  removed  to  my  infirmary,  and  being  placed 
under  an  anaesthetic  preparatory  to  the  operation,  the  tumor 
could  be  mapped  out  as  rising  and  falling  with  the  diaphragm, 
could  be  traced  upward,  and  could  be  moved  laterally  through  a 
space  of  two  inches.  I  was  now  confident  that  the  case  was  one 
of  acute  empyema  of  the  gall-bladder,  and  I  made  the  incision 
accordingly.  The  gall-bladder  was  found  very  much  inflamed, 
and  holding  eight  ounces  of  purulent  matter  which  was  drawn 
off  with  an  aspirator.  A  soft  flat  sponge  was  used  to  protect  the 
cavity  and  an  incision  was  made  in  the  gall-bladder,  and  with  a 
scoop  and  forceps  I  removed  forty-five  gall-stones,  one  the  size  of 
a  filbert,  the  rest  much  smaller.  There  still  remained  one  stone 
that  blocked  up  the  cystic  duct.  After  considerable  manipula- 
tion with  the  fingers  in  the  abdomen  and  the  forceps  in  the  gall- 
bladder, I  succeeded  in  crushing  the  stone  and  washing  it  out. 
The  fundus  of  the  gall-bladder  was  blue-black  and  tore  readily, 
and  showed  all  evidences  of  approaching  gangrene.  The  gan- 
grenous point  corresponded  to  the  tender  spot  of  McBurney  on 
the  abdomen.  I  removed  the  fundus  of  the  bladder  as  far  up  as 
necessary  and  stitched  the  margins  of  the  opening  to  the  abdom- 
inal wall,  making  a  biliary  fistula.  The  patient  was  put  to  bed 
in  about  the  same  condition  she  was  when  placed  on  the  table. 
She  came  from  under  the  ansesthetic  complaining  of  great  pain, 
thirst,  and  nausea.  The  abdomen  was  distended.  In  a  few 
hours  the  pulse  went  up  to  110,  and  the  temperature  to  101°. 
There  was  constant  eructation  of  gas  and  some  vomiting.  The 
indications  were  clear  that  the  bowels  should  be  moved  at  once. 
Enemata,  and  calomel  and  soda  by  the  mouth  were  used  freely. 
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At  the  end  of  twenty-four  hours  her  pulse  was  150,  respirations 
8,  and  the  pupils  contracted  to  a  pin-point ;  there  were  frequent 
retchings  and  belching,  the  abdomen  greatly  distended,  and  the 
condition  a  forlorn  one.  Having  tried  salts  and  calomel  I  now 
resorted  to  drop  doses  of  croton  oil.  She  was  twelve  hours  in 
this  condition  before  we  succeeded  in  getting  the  bowels  moved. 
They  acted  seven  times,  when  to  our  great  satisfaction  the 
patient  had  a  pulse  of  90,  temperature  100°,  respiration  16,  the 
mind  clear,  and  clamoring  for  some  nourishment.  Milk  was 
cautiously  administered  once  every  hour,  and  the  patient  went 
on  rapidly  to  recovery.  There  remains  a  fistula  at  the  end  of 
twelve  weeks,  but  it  is  still  contracting,  and  there  is  every 
evidence  that  bile  is  reaching  the  intestinal  canal. 

This  case  presented  a  number  of  interesting  points  in  diagnosis, 
and  after  operation  showed  that  in  a  few  hours  more  the  case 
would  have  been  a  hopeless  one.  Attention  should  be  called  to 
the  absence  of  jaundice  at  this  time,  nor  had  she  ever  been  so 
affected ;  this  argues  that  the  common  duct  had  never  been 
obstructed. 

Case  V.  Acute  recurring  appendicitis. — L.  S.,  thirty-six  years 
of  age,  had  a  history  of  a  severe  attack  of  appendicitis  three 
years  before,  and  since  that  time  a  continued  sense  of  uneasiness 
in  the  parts,  and  especially  a  sense  of  tension  in  the  iliac  region 
when  standing  erect.  He  was  brought  to  my  infirmary  with  a 
temperature  of  102°,  pulse  100,  with  a  history  of  acute  attack 
of  five  days'  standing.  A  slight  tumor  was  detected  upon  pal- 
pation. The  bowels  had  been  thoroughly  acted  upon,  so  that  an 
operation  was  performed  at  once.  The  abdominal  cavity  was 
opened  over  the  appendix,  which  was  found  lying  behind  the 
csecum,  and  closely  attached  to  it,  as  well  as  to  the  abdominal 
wall,  by  old  adhesions.  Circumscribed  peritonitis  was  plainly 
evident  over  the  csecum  and  adjacent  intestines.  The  appendix 
was  separated  from  the  adhesions  and  removed.  This  patient 
recovered  without  any  untoward  symptoms,  and  in  eight  weeks 
resumed  his  regular  vocation.  The  appendix  was  enlarged  and 
thickened  and  showed  evidences  of  chronic  inflammation,  though 
no  ulcer  or  evidence  of  ulceration  could  be  discerned.  It  con- 
tained muco-purulent  matter.     (Dr.   Winston.) 

Case  VI.  Empyema  of  the  gall-bladder;  three  gall-stones  re- 
moved.— Mrs.  C,  thirty-two  years  of  age,  had  a  previous  history 
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of  repeated  attacks  of  gall-stone  colic,  the  true  nature  of  which 
attacks  seemed  never  to  have  been  suspected.  She  was  brought 
to  my  infirmary  suffering  from  a  typical  attack  of  gall-stone 
colic,  with  a  tumor  corresponding  to  a  distended  gall-bladder, 
and  which  extended  downward  about  four  and  one-half  inches 
below  the  ribs.  She  was  jaundiced  and  the  abdomen  was 
swollen  and  tender.  The  temperature  was  102°,  and  pulse  100. 
Obstruction  from  gall-stones  was  evident,  and  I  opened  the 
abdomen  through  a  vertical  incision  over  the  gall-bladder.  I 
removed  three  stones  together  with  six  ounces  of  bile  mixed  with 
pus.  The  gall-bladder  was  stitched  to  the  anterior  wall  of  the 
abdomen,  and  gauze  drainage  arranged.  The  patient  made  an 
uninterrupted  recovery.  Within  two  months  the  fistula  had 
healed  and  the  patient  was  in  perfect  health.  (Dr.  J.  W.  Gray.) 
Case  VII.  Cancer  of  the  ccecum. — N.  A.  J.,  thirty-one  years 
of  age,  male,  white,  much  emaciated,  with  pulse  120,  temperature 
100.5°,  appetite  fairly  good,  bowels  tending  to  diarrhoea,  was 
brought  to  my  infirmary  by  Dr.  Gladney.  The  patient  had  had 
an  excellent  physique  and  enjoyed  the  best  of  health  until  within 
six  months,  during  which  time  there  had  been  progressive  and 
rapid  loss  of  flesh  to  the  extent  of  sixty-five  pounds.  In  the 
right  iliac  fossa  there  was  an  indurated  mass  that  had  led  to  sus- 
picion of  appendicitis.  The  enlargement  corresponded  in  loca- 
tion to  an  adherent  mass  of  the  bowel,  such  as  is  frequently  seen 
in  appendicitis,  but  it  was  movable  in  each  direction,  and  did 
not  seem  to  be  as  closely  bound  to  the  posterior  wall  as  is  the 
case  where  the  mass  is  formed  by  adherent  coils  of  the  intestine. 
It  also  felt  hard  and  nodular.  I  expressed  the  opinion  that  the 
tumor  was  malignant,  but  inasmuch  as  there  was  some  room  for 
doubt  an  exploratory  operation  was  performed.  A  three-inch 
incision  through  the  wall  of  the  abdomen  just  over  the  tumor 
revealed  a  growth  in  the  wall  of  the  caecum.  It  was  very  hard 
and  included  at  least  six  inches  of  the  bowel.  The  mesenteric 
glands,  so  far  as  they  could  be  tested,  were  enlarged  and  hardened. 
The  great  omentum  was  attached  to  the  growth,  and  in  this  omen- 
tum the  chain  of  enlarged  lymphatic  glands  was  plainly  detected. 
The  suspicion  of  malignancy  being  confirmed,  and  being  satisfied 
that  no  benefit  could  be  derived  from  an  enterectomy,  I  removed 
about  four  inches  of  the  omentum,  including  several  lymphatic 
glands,  each  about  the  size  of  a  filbert.     The  operation  having 
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been  thoroughly  aseptic  in  every  detail,  the  wound  closed,  and  on 
the  tenth  day  the  patient  was  taken  to  his  home  in  the  country, 
apparently  in  better  condition  than  he  was  on  arrival  here.  A 
microscopic  examination  of  the  mesenteric  glands  proved  the 
growth  to  be  carcinomatous. 

Case  VIII.  Chronic  recurring  appendicitis  with  perforations. 
— C.  McL.,  thirty-seven  years  of  age,  with  a  history  of  repeated 
attacks  of  appendicitis,  acute  in  character,  reached  my  infirmary 
with  a  temperature  of  103°  and  a  pulse  of  110.  His  general 
condition  was  very  bad,  the  bowels  being  locked.  (Six  months 
before  he  had  declined  an  operation  which  I  had  urged  upon  him 
during  one  of  his  attacks.)  At  this  time,  twelve  days  after  the 
attack  began,  I  found  a  tumor  at  the  site  of  the  appendix.  The 
symptoms  of  general  peritonitis  were  very  prominent.  There 
was  doubt  as  to  whether  there  might  not  be  a  general  suppura- 
tive peritonitis.  He  was  placed  upon  the  table  and  the  abdomen 
opened  over  the  appendix.  The  intestines  were  found  highly 
inflamed.  There  was  a  mass  of  adherent  bowel  just  under  the 
incision.  Before  separating  the  adhesions  the  field  was  walled  off 
by  sponges,  aud  the  coils  of  intestine  were  carefully  separated, 
allowing  two  ounces  of  pus,  with  small  j>articles  of  fecal  matter, 
to  escape  on  the  sponges.  The  appendix  was  not  sought  for,  but 
the  wound  was  packed  with  gauze,  and  the  patient  recovered 
without  any  complicating  symptoms.  This  was  a  case  of  per- 
forative appendicitis,  and  although  the  patient  recovered  from 
this  operation,  I  think  it  can  be  safely  argued  that  he  would 
have  run  much  less  risk  if  he  had  accepted  the  operation  when 
proposed  six  months  before,  when  there  was  probably  no  pus 
present.     (Dr.  Rudisett.) 

Case  IX.  Abscess  behind  the  ccecum. — J.  L.  H.,  male,  white, 
thirty-four  years  of  age,  had  been  sick  three  months  with  typho- 
malarial  fever,  during  the  course  of  which  an  enlargement 
occurred  within  the  abdomen  at  the  site  of  the  appendix.  In  the 
course  of  time,  coincidently  with  the  subsidence  of  this  enlarge- 
ment, he  passed  from  his  bowel  about  a  pint  of  pus.  The  diag- 
nosis of  appendicitis  was  offered  and  the  patient  brought  to  my 
infirmary.  His  pulse  was  120,  temperature  100.5°,  appetite 
absolutely  wanting,  prostration  profound — making,  in  fact,  a 
perfect  picture  of  a  man  after  a  case  of  typhoid  fever.  There 
was  still  a  tumor  at  the  site  of  the  appendix,  which  was  tender 
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on  pressure.  After  watching  him  and  trying  to  build  him  up 
for  ten  days  without  being  able  to  chronicle  any  success  in  the 
treatment,  the  abdomen  was  opened  by  an  incision  over  the 
tumor.  The  appendix  was  found  normal,  but  behind  the  peri- 
toneum and  behind  the  head  of  the  colon  could  be  distinctly  felt 
a  more  or  less  fluctuating  mass.  The  incision  already  made  was 
carefully  protected  by  sponges  while  another  incision  was  made 
just  above  the  outer  portion  of  Poupart's  ligament,  and  the  peri- 
toneum carefully  raised  and  followed  up  to  behind  the  csecum, 
when  the  pus-cavity  was  opened  and  a  teacupful  escaped,  thick, 
yellow,  and  curdy.  The  probe  detected  the  crest  of  the  ilium 
and  sacro-iliac  junction  eroded.  The  wound  was  packed  with 
gauze,  and  the  patient  made  a  slow  recovery  without  any  symp- 
toms of  peritonitis,  and  in  two  months  he  was  able  to  sit  up,  and 
eight  months  after  the  operation  he  had  gained  sixty  pounds  and 
was  enjoying  perfect  health. 

Case  X.  Incarcerated  umbilical  hernia. — Mrs.  T.,  forty-two 
years  of  age,  the  mother  of  a  number  of  children,  was  referred  by 
Dr.  Croflbrd  for  incarcerated  umbilical  hernia.  There  was  a 
hernial  mass  about  the  size  of  a  child's  fist,  which  was  very 
painful  to  manipulation  and  had  been  in  existence  for  years. 
During  the  earlier  days  of  its  existence  she  had  oftentimes  re- 
duced the  hernia  by  gentle  pressure,  but  for  five  or  sis  years  past 
she  had  been  unable  to  reduce  the  size  of  the  enlargement  by 
any  amount  of  pressure.  The  patient  had  a  very  large  abdomen. 
She  was  admitted  to  my  infirmary,  and  after  a  week's  preparatory 
treatment  I  made  an  elliptical  incision  over  the  hernial  mass, 
opened  the  sac,  and  after  considerable  difficulty  succeeded  in 
separating  the  adhesions  between  the  sac  and  the  hernia,  which 
proved  to  be  omental.  I  then  cut  away  the  excess  of  tissue  in 
the  abdominal  wall,  and  closed  the  wound  with  silk  suture. 
Her  recovery  was  not  marked  by  any  symptoms  worthy  of 
mention.  She  went  home  at  the  end  of  six  weeks  wearing  a 
close-fitting  abdominal  bandage. 

Case  XI.  Acute  perforative  appendicitis. — J.  H. ,  male,  white, 
thirty-eight  years  of  age,  presented  himself  about  the  tenth  day 
after  the  onset  of  an  acute  attack  of  perforative  appendicitis. 
His  condition  was  exceedingly  bad,  so  that  I  liberated  six  ounces 
of  pus  by  Willard  Parker's  incision,  and  then  thoroughly  washed 
out  the  pussac.     It  was  found  that  there  were  two  fistulous 
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tracts,  one  extending  to  the  bottom  of  the  pelvis,  another  leading 
to  the  site  of  the  appendix.  After  four  weeks'  irrigation  and 
drainage  of  these  sinuses  he  was  suddenly  taken  with  fever,  104°, 
and  a  pulse-rate  of  140.  There  was  obstinate  constipation,  gen- 
eral peritoneal  pains,  and  so  serious  an  aspect  that  it  was  deemed 
advisable  to  perform  coeliotomy  in  search  of  pus.  The  abdomen 
was  opened  just  internal  to  the  old  incision  and  the  fistulous 
tract  followed  down  to  the  floor  of  the  pelvis,  several  ounces  of 
pent-up  pus  being  liberated.  The  upper  arm  of  the  fistula  was 
then  drained  and  the  remains  of  the  appendix  removed.  The 
intestines  all  this  time  were  kept  back  and  walled  off  from  in- 
fection by  sponges.  A  glass  drainage-tube  was  used,  and  for  five 
days  his  condition  was  very  critical ;  at  the  end  of  this  time, 
however,  his  bowels  moved  freely.  His  recovery  was  slow  and 
the  fistula  remained  for  several  months,  but  the  last  report  was 
that  it  had  nearly  healed.  No  cause  for  the  bowel-obstruction 
could  be  found  other  than  peritonitis  due  to  pent-up  pus  in  the 
lower  end  of  this  fistula.  Notwithstanding  a  suppurating  tract 
was  made  continuous  with  the  peritoneal  cavity,  we  succeeded  in 
preventing  general  peritoneal  infection. 

Case  XII.  Herniotomy  for  strangulated  inguinal  hernia  ;  the 
operation  completed  with  view  to  radical  cure. — J.  B.,  forty-three 
years  of  age,  male,  was  brought  to  my  infirmary  in  November, 
1892,  by  Dr.  McDowel,  of  Mississippi.  The  patient  walked  from 
the  depot  to  the  infirmary,  although  in  great  pain  from  a  hernial 
protrusion  in  the  inguinal  region.  The  mass  was  not  large,  but 
extended  just  into  the  scrotum  ;  it  had  been  down  about  forty 
hours,  and  was  quite  tender  to  the  touch.  The  patient's 
pulse  was  90,  and  temperature  100°.  All  signs  of  hernia  were 
present,  and,  after  admiuistering  the  anaesthetic  and  with  gentle 
taxis  having  failed  to  reduce  the  hernia,  I  performed  herniotomy. 
I  found  an  old  hernial  sac  which  contained  a  loop  of  intestine 
very  much  discolored,  but  its  peritoneal  covering  had  not  lost  its 
lustre.  The  inguinal  canal  was  laid  open,  the  bowel  returned  to 
the  abdomen,  and  the  McBurney  operation  for  the  radical  cure 
of  hernia  carried  out  in  detail.  The  patient's  bowels  moved  that 
night,  and  the  only  trouble  was  in  keeping  him  confined  to  bed 
during  the  eight  weeks  he  remained  with  me.  The  operation  has 
thus  far,  now  eleven  months,  proved  a  cure.  The  man  is  a 
farmer,  and  is  doing  his  work  as  usual.     This  was  a  case  in  which 
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prolonged  efforts  at  taxis  Lad  failed,  and  at  the  time  I  saw  him 
taxis  was  dangerous. 

Case  XIII.  Perforative  appendicitis. — J.  D.  S.,  male,  white, 
thirty-eight  years  of  age,  presented  a  history  very  much  like  that 
of  Case  X.  There  had  been  an  attack  of  peritonitis  and  a  large 
collection  of  pus  in  the  right  iliac  fossa.  The  fossa  I  opened  by 
an  incision  just  above  the  cuter  part  of  Poupart's  ligament. 
The  sac  being  washed  out  I  could  pass  a  probe  upward  and  back- 
ward nine  inches,  following  the  posterior  wall  of  the  abdomen, 
as  near  as  I  could  estimate  it,  almost  to  the  pancreas.  The 
liberation  of  this  pus  was  followed  by  a  rapid  improvement  in 
health,  but  the  fistula  still  remained,  and  about  every  four  weeks 
an  accumulation  of  pus  at  the  upper  end  of  the  fistula  would 
give  rise  to  grave  systemic  symptoms,  with  temperature  103°, 
pulse  140,  and  acute  diarrhoea.  Every  effort  was  made  to  ward 
off  these  attacks  and  keep  the  fistula  well  drained  ;  but  they  were 
without  effect.  I  was  not  able  to  say  what  was  the  first  cause  of 
the  formation  of  pus ;  I  am  strongly  of  the  belief  that  it  was 
appendicitis,  and  that  the  pus  burrowed  upward  and  backward 
toward  the  diaphragm.  Five  months  ago,  during  the  height  of 
one  of  the  attacks  of  peritonitis  caused  by  retention  of  pus,  while 
his  temperature  was  103°,  I  opened  the  abdomen  by  an  incision 
just  external  to  the  right  linea  semilunaris.  The  incision  was 
four  inches  in  length.  When  the  cavity  was  reached  we  found 
a  collection  of  pus  lying  on  the  posterior  wall  of  the  abdomen 
behind  the  peritoneum,  consequently  behind  the  ascending  colon. 
The  intestines  were  walled  off  and  the  sinus  followed  for  a  dis- 
tance of  six  inches.  The  fluid  that  escaped  was  a  dirty-brown, 
purulent  in  character,  and  exceedingly  offensive.  The  sac  was 
thoroughly  irrigated  and  packed  with  gauze.  The  patient's 
temperature  fell  rapidly,  and  the  next  day  he  was  apparently 
well.  His  bowels  moved  regularly.  All  abdominal  symptoms 
disappeared,  the  wound  did  well,  and  he  gradually  regained 
strength,  and  a  few  weeks  ago  resumed  his  work  as  an  accountant. 

Case  XIV.  Chronic  appendicitis ;  abnormally  located  kidney 
complicating  the  diagnosis. — J.  C,  male,  white,  twenty -three 
years  of  age,  was  brought  to  me  by  Dr.  Mayfield.  There  was  a 
history  of  a  bowel  trouble  with  a  distinct  tumor  in  the  region  of 
the  appendix,  which  was  very  tender  on  pressure.  His  tempera- 
ture was  102°,  pulse  100.     He  was  very  anaemic,  and  had  lost 
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much  flesh.  The  history  of  the  case  showed  that  there  had  been 
an  acute  attack  of  inflammation  at  the  head  of  the  colon,  with  the 
discharge  of  a  quantity  of  pus  by  the  rectum,  and  varying  de- 
grees of  poor  health  extending  over  the  six  months  past.  There 
were  some  points  about  the  feeling  of  this  tumor  at  the  site  of  the 
appendix  that  made  one  hesitate  in  pronouncing  it  an  inflamma- 
tory mass ;  however,  an  exploratory  operation  was  decided  upon. 
The  incision  was  made  over  the  site  of  the  appendix.  The  tumor 
was  found  to  be  a  misplaced  kidney,  lying  one-half  within  -and 
one-half  without  the  true  pelvis.  It  was  apparently  healthy. 
The  appendix  itself  showed  slight  inflammation  of  the  peritoneal 
surface.  Its  walls  were  thickened  and  hardened ;  its  general 
contour  irregular  and  bulging  at  points.  Its  extremity  was 
greatly  enlarged,  and  upon  removal  was  found  to  contain  pus. 
Gauze  drainage  was  used  in  this  case.  After  ten  days  the  fever 
had  ceased,  but  there  was  a  very  slow  recovery.  The  man  is 
to-day,  ten  months  afterward,  in  good  health.  This  was  another 
case  of  the  catarrhal  form  of  appendicitis  complicated  in  diag- 
nosis by  presence  of  an  abnormally  located  kidney. 

Case  XV.  Acute  perforative  appendicitis. — E.  F.  T.,  thirty-seven 
years  of  age,  male,  white,  presented  the  characteristics  of  an  acute 
perforative  appendicitis.  The  attack  came  on  without  warning  and 
without  any  previous  attacks,  the  man  having  retired  the  night  be- 
fore, as  he  believed,  in  excellent  health.  I  saw  him,  with  pulse  120 
and  temperature  102°,  sixty  hours  after  the  attack  began.  There 
was  a  general  abdominal  tenderness,  with  the  McBurney  point 
especially  well  marked.  He  was  removed  at  once  to  the  infirmary 
and  the  abdomen  opened  at  the  site  of  the  appendix.  The  small 
intestine  and  head  of  colon  were  matted  by  inflammatory  adhe- 
sions. These  were  carefully  separated,  liberating  about  two 
ounces  of  pus  with  an  admixture  of  fecal  matter.  The  appendix 
was  perforated  at  its  base  by  an  ulcer  which  included  three- 
quarters  of  its  circumference.  Plainly  speaking,  a  slough  had 
occurred  in  the  appendix  near  the  base,  and  the  remaining  por- 
tion was  bordering  on  gangrene.  Great  care  was  taken  to  pre- 
vent contamination  of  the  unaffected  peritoneum.  The  appendix 
was  ligatured,  removed,  and  the  abdomen  then  thoroughly  flushed 
with  hot  water.  In  this  case  gauze  drainage  was  relied  on,  and 
the  patient  made  a  rapid  and  complete  recovery.  This  was  a 
case  of  perforative,  or  what  we  might  almost  term  a  gangrenous 
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form  of  appendicitis,  a  case  in  which  a  very  few  more  hours' 
delay  would  have  allowed  the  case  to  get  beyond  the  reach  of 
surgical  aid.  / 

Case  XVI.  Chronic  appendicitis  producing  relapsing  dysen- 
tery.— J.  G.,  male,  twenty-four  years  of  age,  had  a  history  of  six 
months'  illness  and  a  loss  of  thirty  pounds  in  weight.  During 
the  illness  all  of  his  symptoms  pertained  to  the  bowels.  It  was  a 
case  of  relapsing  dysentery.  He  was  removed  to  the  infirmary 
with  a  temperature  of  103°  and  pulse  102.  All  of  his  pain  was 
complained  of  on  the  left  side  of  the  abdomen  near  the  iliac  crest. 
Careful  palpation  detected  a  small  tumor  at  the  site  of  the  ap- 
pendix, on  pressing  which  pain  was  produced  on  the  opposite  side. 
The  usual  incision  for  removing  the  appendix  was  made.  The 
appendix,  six  and  one-half  inches  in  length,  was  found  closely 
attached  to  the  external  and  posterior  aspect  of  the  ca;cum.  It 
was  necessary  to  tie  off  its  mesentery  with  five  ligatures.  The 
appendix  was  then  ligatured  and  removed.  The  head  of  the 
colon  was  found  greatly  inflamed,  and  the  glands  in  the  meso- 
colon and  mesentery  adjacent  to  the  appendix  were  as  large  as 
chestnuts.  A  gauze  drainage  was  applied  in  this  case.  The 
patient  recovered  without  any  symptoms  complicating  his  case. 
At  the  end  of  two  weeks  he  was  able  to  sit  up.  On  section,  the 
appendix  was  found  greatly  thickened.  There  were  no  well- 
defined  ulcers  to  be  detected  on  its  inner  surface,  though  it  con- 
tained a  small  quantity  of  pus.  From  the  appearance  of  the 
head  of  the  colon  there  was  no  question  but  what  there  were 
numerous  ulcers  throughout  that  part  of  the  bowel. 

Case  XVII.  Chronic  relapsing  appendicitis. — J.  M.,  thirty- 
seven  years  of  age,  male,  white,  had  been  in  poor  health  for  a 
year  and  a  half,  with  repeated  attacks  of  bowel-trouble,  accom- 
panied by  fever  and  other  evidences  of  peritonitis ;  on  several 
occasions  his  condition  had  been  quite  critical.  The  diagnosis  of 
chronic  appendicitis  was  made,  although  no  tumor  could  be  felt. 
The  operation  was  performed  at  the  outset  of  a  well-pronounced 
attack.  The  appendix,  greatly  enlarged,  its  walls  greatly  thick- 
ened, was  found  lying  within  the  true  pelvis  attached  to  the 
posterior  wall  on  the  right  side,  and  completely  cornered  by  an 
adherent  coil  of  small  intestine.  Localized  peritonitis  existed, 
but  there  was  no  evidence  of  a  perforation  ever  having  taken 
place.     The  appendix  was  freed  from   all   adhesions   (ligature 
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applied  close  to  its  base),  and  removed,  the  ligature  being  cut 
short.  Although  there  was  no  pus  seen  in  connection  with  the 
operation,  it  was  deemed  safest  to  apply  gauze  drainage.  He 
made  an  excellent  recovery  and  has  since  enjoyed  perfect  health. 
The  appendix  in  this  case,  upon  section,  showed  five  superficial 
ulcers  on  its  mucous  aspect.  These  ulcers  did  not  extend  through 
the  mucous  membrane.  The  case  should  properly  be  classed  as 
one  of  catarrhal  appendicitis,  in  which  adhesions  had  taken  £>lace 
during  some  previous  acute  exacerbations,  and  continued  to  give 
rise  to  the  trouble  in  the  peritoneum. 

Case  XVIII.  Empyema  of  gall-bladder ;  one  gall-stone. —  Mrs. 
P.,  fifty-eight  years  of  age,  with  repeated  attacks  of  colic  during 
the  period  of  seven  years,  was  very  much  emaciated,  with  marked 
jaunrlice,  dyspeptic,  presented  a  tumor  corresponding  in  outline 
and  symptoms  to  that  of  an  enlarged  gall-bladder.  Her  condi- 
tion was  then  fairly  good,  but  she  declined  an  operation  for  gall- 
stones, and  after  repeated  doses  of  sweet-oil  the  tumor  greatly 
subsided,  though  no  gall-stones  passed.  In  spite  of  all  my  en- 
treaties to  undergo  the  operation  she  declined,  and  went  home. 
She  returned  two  months  later  with  a  small  tumor  at  the  site  of 
the  gall-bladder,  with  a  temperature  of  104°,  pulse  130,  com- 
pletely prostrated,  and  with  the  history  of  a  very  hard  chill  every 
day  for  a  week.  Her  condition  was  not  such  as  would  warrant 
an  operation  with  any  hope  of  recovery.  I  opposed  an  operation 
in  her  then  exhausted  condition.  I  did  not  believe  there  was 
any  malaria  in  these  daily  chills,  nevertheless  I  gave  her  quinine 
for  forty-eight  hours  with  a  return  of  the  chills  at  the  end  of  each 
twenty-four  hours.  She  came  for  the  operation  of  cholebthotomy. 
I  explained  to  her  and  the  family  what  little  hope  there  was  of 
her  surviving  the  operation,  but  they  still  insisted  on  giving  her 
the  chance,  however  slender  that  might  be.  I  did  not  desire  to 
shirk  any  responsibility,  and  knowing  that  the  patient  would  die 
without  the  operation,  and  that  operation  was  the  only  chance,  I 
yielded  to  their  solicitations,  opened  the  gall-bladder  and  removed 
the  stone.  The  peritoneum  was  highly  inflamed  as  far  as  could 
be  examined.  The  patient  survived  the  operation  only  twenty- 
four  hours,  during  which  time  she  reacted  well,  was  thoroughly 
conscious,  and  took  nourishment  freely.  Her  pulse  and  tempera- 
ture both  led  us  to  hope  she  was  improving,  but  she  suddenly 
grew  worse  at  the  time  for  her  daily  chill,  and  passed  away. 
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Case  XIX.  Entcredomy ;  lateral  anastomosis.  —  Mrs.  B., 
twenty-four  years  of  age,  white,  caixie  to  my  infirmary  in  the  last, 
stage  of  what  proved  to  be  tuberculosis  of  the  intestine.  I  had 
seen  her  two  years  before,  after  she  had  had  a  slight  pulmonary 
hemorrhage.  Careful  stethoscopic  examination  had  failed  to 
locate  any  tuberculous  patch.  I  had  advised  her  to  seek  a 
climate  better  suited  to  one  threatened  with  tuberculosis.  One 
year  ago  I  saw  her  with  an  attack  of  dysentery,  which  was  con- 
trolled after  several  days  of  treatment  by  the  usual  remedies, 
calomel,  opium,  and  ipecac.  On  the  occasion  of  my  last  visit  I 
left  her  with  the  promise  from  her  that  she  would  let  me  see  her 
again  in  a  few  weeks  to  examine  the  site  of  the  vermiform  ap- 
pendix, which  location  had  during  this  spell  been  the  site  of 
most  of  her  pain.  A  year  elapsed  before  I  saw  her,  which  was 
on  the  occasion  of  her  being  brought  to  my  infirmary,  the  mere 
shadow  of  a  woman.  There  was  a  distinct  enlargement  at  the 
head  of  the  colon.  She  had  had  a  long  spell  of  dysenteric 
diarrhoea,  and  had  been  in  bed  four  months  with  fever,  sweats, 
and  rigors.  Her  physician  had  strongly  suspected  appendicitis, 
and  had  advised  operative  treatment.  In  consultation  with  Dr. 
Henning,  her  physician,  I  could  not  advise  surgical  interference 
from  the  fact  that  the  patient's  condition  did  not  promise  that 
she  would  survive  the  operation.  She  and  the  family,  however, 
pleaded  so  strongly  that  something  should  be  done  that  I  finally 
consented  to  an  exploration,  with  the  hope  that  the  trouble  was 
appendicitis.  Upon  opening  the  abdomen  we  found  adhesions 
between  the  great  omentum  and  the  small  intestine  at  the  head 
of  the  colon.  In  separating  these  adhesions  ever  so  carefully 
four  or  five  holes  were  torn  into  the  caecum :  I  could  then  make 
out  about  four  inches  of  the  csecum  and  two  inches  of  the  small 
intestine  greatly  thickened,  and  from  the  numerous  small  nodular 
patches  on  the  outer  surface  my  diagnosis  was  tuberculosis  of 
the  bowel.  The  patient's  condition  was  desperate,  but  with  the 
torn  bowel,  and  with  her  request  that  "  we  should  do  something, 
remove  everything  in  sight,"  I  performed  enterectomy,  removing 
about  four  inches  of  the  small  intestine  and  six  inches  of  the 
colon.  A  lateral  entero-colostomy  by  means  of  Senn's  plates 
was  done.  The  general  cavity  was  protected  from  infection  by 
sponges  during  the  operation.  The  patient  was  put  to  bed,  but  I 
hardly  expected  her  to  live  more  than  a  few  hours.     Contrary 
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to  all  expectations  she  lived  four  days  and  a  half.  Her  bowels 
acted  voluntarily  three  times  after  the  second  day.  The  gauze 
dressings  on  being  taken  off  showed  a  slight  fecal  fistula.  There 
was  no  evidence  of  acute  peritonitis  excited  by  the  operation, 
though  I  doubt  whether  the  patient  had  sufficient  vitality  for 
such  a  condition  to  be  kindled  up.  She  died  from  the  original 
condition  for  which  the  operation  was  done,  and  not  from  the 
operation. 

Case  XX.  Cyst  of  the  broad  ligament;  pyosalpinx. — Mrs.  L., 
thirty -seven  years  of  age,  white;  in  general  health  poor;  had  had 
fever,  with  much  prostration.  On  the  left  side  of  the  uterus  there 
was  a  tumor  the  size  of  an  infant's  head.  The  tumor  was  pain- 
less, but  by  its  presence  pressed  the  womb  against  the  right  wall 
of  the  pelvis,  where  on  bimanual  exploration  the  symptoms 
pointed  strongly  to  salpingitis.  After  five  or  six  days  of  pre- 
paratory treatment  cceliotomy  was  performed,  and  the  tumor, 
which  proved  to  be  a  cyst  of  the  broad  ligament,  was  removed. 
Both  tubes  and  ovaries  were  removed,  because  on  the  right  side 
there  proved  to  be  pyosalpinx.  The  operation  was  completed 
rapidly ;  a  glass  drainage-tube  was  applied  because  of  much 
oozing,  due  to  the  separation  of  the  adhesions  of  the  right  side. 

This  patient  did  badly.  Her  pulse  when  taken  from  the  table 
was  84,  but  rose  steadily  until  the  third  day,  when  it  was  140, 
with  other  symptoms  of  traumatic  peritonitis.  She  died  at  the 
end  of  the  fifth  day. 

Case  XXI.  Chronic  appendicitis. — Miss  B. ,  thirty-one  years 
of  age,  had  the  following  history  :  Seven  months  ago  she  had  an 
attack  of  appendicitis,  in  which  there  was  a  formation  of  pus, 
which  was  evacuated  by  incision  two  inches  behind  the  anterior 
superior  spinous  process  just  over  the  crest  of  the  ilium.  She 
improved  a  good  deal,  but  was  not  well,  and  after  the  end  of 
four  months  had  another  slight  attack,  though  no  pus  seemed  to 
have  formed ;  two  months  later,  and  one  month  before  coming 
to  me,  there  was  a  return  of  the  pain  in  the  iliac  region  of  the 
right  side,  with  fever,  quick  pulse,  loose  bowels,  and  much  pros- 
tration. This  condition  continued  until  I  saw  her,  when  I  diag- 
nosticated appendicitis,  based  upon  the  tenderness  over  the 
appendix  site.  The  remaining  portion  of  the  abdomen  could  be 
palpated  without  causing  complaint.  Her  pulse  was  90,  and  an 
evening  temperature  of  about  100°.     The  abdomen  was  opened 
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over  the  appendix,  which  was  found  rather  behind  the  head  of 
the  colon,  adherent  to  the  same  as  well  as  the  iliac  fossa.  The 
distal  end  was  found  attached  to  the  wall  of  the  abdomen  at  the 
crest  of  the  ilium,  corresponding  to  a  cicatrix  seen  on  the  skin 
where  the  pus  had  been  evacuated  five  months  before.  With 
my  finger  I  succeeded  in  enucleating  the  end  of  the  appendix 
from  this  iliac  attachment,  and  separating  it  from  its  other  adhe- 
sions I  tied  it  off.  Gauze  drainage  was  used,  and  the  patient 
was  put  to  bed  in  excellent  condition.  The  usual  nausea  of  the 
anaesthetic  did  not  wear  off",  but  continued  through  thirty-six 
hours.  Her  pulse  ranged  from  70  to  80,  temperature  from  98.5° 
to  100°.  At  the  end  of  forty-eight  hours  her  bowels  were  moved 
by  enema,  and  salts  acted  a  few  hours  later.  There  was  no 
abdominal  tenderness,  no  distention.  The  bowels  continued  to 
act  freely  from  that  time  on,  nor  did  any  symptoms  of  peritonitis 
present  themselves.  On  the  third  day  after  the  operation  her 
kidneys  suddenly  ceased  to  secrete  urine,  and  for  forty-one 
hours  not  one  drop  entered  the  bladder ;  then  there  were  a  few 
drachms  secreted,  gradually  increasing  in  the  next  four  days  at 
the  rate  of  thirty-two  drachms  in  twenty-four  hours.  The  urine 
was  hemorrhagic,  and  contained  both  pus  and  tube-casts.  She 
died  of  uraemia  on  the  tenth  day,  without  one  untoward  symptom 
referable  to  the  abdomen.  Chloroform  was  the  anaesthetic  used. 
The  time  of  the  operation  was  thirty  minutes ;  the  room  was  care- 
fally  watched,  and  there  was  no  exposure  to  cold.  The  urine 
had  been  carefully  examined  and  found  normal  three  weeks 
before  operation. 

DISCUSSION. 

Dr.  James  McFadden  Gaston,  of  Atlanta,  Ga. — I  would 
like  to  make  a  few  remarks  on  the  interesting  paper  just  read  by 
Dr.  Rogers,  and  I  was  very  much  pleased  with  what  he  had  to 
say  with  reference  to  the  Murphy  button.  The  general  reason- 
ing in  regard  to  it  has  been  theoretic,  which  has  materially  inter- 
fered with  its  being  used,  and  it  is  only  by  practical  results  that 
we  can  judge  of  it  in  the  class  of  cases -referred  to.  I  have  been 
more  especially  interested  in  the  case  of  cholecystenterostomy  re- 
ported by  the  Doctor  and  have  been  investigating  the  subject  as 
thoroughly  as  I  could  from  the  literature  both  at  home  and 
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abroad,  and  I  am  pleased  to  note  that  these  cases  are  coming  into 
recognition,  and  some  that  have  been  operated  upon  with  the 
Murphy  button  have  succeeded  very  well. 

Dr.  Murphy  has  performed  cholecystenterostomy  with  the  button 
anastomosis,  and  I  had  an  opportunity  of  witnessing  rather  a 
peculiar  operation  of  his  in  which  the  same  plan  that  Dr.  Rogers 
adopted  to  remove  the  button  through  the  gall-bladder  was 
practically  the  one  adopted.  The  gall-bladder  was  not  sufficiently 
large;  it  was  so  contracted  that  it  was  impracticable  either  to  bring 
it  up  to  the  abdominal  wall  or  to  connect  it  with  the  intestinal 
canal,  and  Dr.  Murphy  modified  the  button  with  a  tube  at  one 
end  of  it.  Instead  of  two  lateral  buttons,  as  it  were,  he  had  on 
one  side  a  tube  attached  to  it,  and  the  button  being  secured  in 
the  gall-bladder,  as  in  that  case,  serves  as  a  conduit  from  the  gall- 
bladder externally,  making  drainage  from  the  gall-bladder  per- 
fect. It  was  simply  an  impossibility  for  anything  to  escape  from 
the  gall-bladder  into  the  abdominal  cavity. 

While  the  operations  of  cholecystotomy  and  cholecystostomy 
have  been  performed  in  quite  a  large  proportion  of  cases,  I  do 
not  attach  the  importance  to  them  that  I  do  to  cholecystenter- 
ostomy. I  think  these  are  the  life-saving  measures  for  us,  and 
they  are  instituted  in  all  cases  of  permanent  obstruction  to  the 
common  duct,  which  may  occur  in  some  cases  from  agglutination 
and  it  is  utterly  impossible  to  relieve  it,  either  by  medication  or 
surgery ;  and  the  only  alternative  is  carrying  bile  into  the  intes- 
tine, by  a  communication  at  some  point  below  the  pyloric  orifice. 
The  duodenum  has  been  selected  with  good  results,  but  any  por- 
tion of  the  upper  part  of  the  small  intestine  would  fulfil  the 
indications  for  conveying  bile  back  into  the  alimentary  canal. 
The  difficulty  in  these  cases  is  the  cholaemic  poisoning  that  occurs 
in  connection  with  the  absorption  of  bile.  The  Doctor  did  not 
dwell  upon  the  element  of  jaundice  in  his  case. 

Dr.  Rogers. — It  was  very  pronounced,  Doctor. 

Dr.  Gaston. — My  own  experience  has  beeu  limited  to  those 
cases  of  connecting  the  gall-bladder  with  the  abdominal  wall. 
Two  of  thein  were  extreme  cases  of  cholsemic  intoxication,  but  so 
far  as  operative  interference  was  concerned  the  operation  was 
complete.  Bile  flowed  through  the  fistulous  opening.  The  cases 
were  in  the  advanced  stage  of  cholaemic  poisoning,  and  died  in 
the  course  of  four  or  five  days. 
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Very  recently  a  very  satisfactory  cholecystotomy  was  done  in 
which  an  opening  was  made  external  from  the  gall-bladder. 
The  woman  had  hepatic  colic  for  some  months,  which  had  ceased  ; 
and  while  some  bile  was  working  its  way  through  the  common 
duct  satisfactorily,  the  cystic  duct  became  agglutinated.  Gall- 
stones were  formed  in  the  gall-bladder,  and  upon  cutting  into  it 
it  was  found  to  be  filled  simply  with  a  mucoid  collection.  The 
operation  was  a  simple  one,  as  it  turned  out ;  the  gall-bladder 
was  projecting  below  the  point  of  the  liver  very  notably,  accom- 
panied by  much  thickening,  very  dense,  although  not  large,  and 
it  was  anchored.  A  suture  was  passed  through  it  for  the  pur- 
pose of  holding  it  in  position  to  be  evacuated.  The  gall-stones 
were  removed,  and  the  edges  of  the  incision  in  the  gall-bladder 
were  attached  to  the  parietal  edges  of  the  peritoneum.  The 
anchor  stitch  remained  a  couple  of  days  to  hold  the  gall-bladder 
in  contact  with  the  abdominal  wall,  while  the  other  stitches  were 
allowed  to  remain.  The  case  progressed  favorably;  the  drainage- 
tube  was  pushed  out  of  the  gall-bladder  at  the  end  of  ten  days, 
and  finally  expelled  from  the  gall-bladder  with  some  two  inches 
or  more  of  it  left.  The  case  on  the  twenty-second  day  was  entirely 
cured  and  the  woman  returned  to  her  home,  and  probably  will 
have  no  further  trouble  on  that  line.  I  think,  however,  the 
gall-bladder  will  become  atrophic  and  obliterated,  and  the  patient 
will  pass  the  balance  of  her  life  without  the  functionating  gall- 
bladder. 

Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala. — I  desire  to  say  a 
few  words  in  connection  with  cholecystenterostomy.  I  did  not 
hear  the  full  report  of  the  case  of  Dr.  Rogers,  but  I  gather  from 
the  remarks  of  Dr.  Gaston  that  the  essayist  refers  to  operation 
where  there  is  obstruction  of  the  common  duct.  Of  course,  when 
we  have  to  operate  for  this  condition  the  patient  usually  is  in  a 
bad  state  to  stand  it,  as  has  been  pointed  out  by  Dr.  Rogers 
and  referred  to  by  Dr.  Gaston.  Owing  to  absorption  of  bile  the 
condition  of  the  patient  is  against  our  making  a  prolonged 
operation  ;  so  it  is  necessary  to  make  the  ansesthesia  and  the  oper- 
ation as  short  as  possible  in  order  to  get  good  results.  The  point 
I  emphasize  is  this :  in  doing  an  operation  for  obstruction  of  the 
duct,  it  is  better  in  many  cases  to  make  a  life-saving  operation  at 
first,  then  later  on  to  do  another  operation.  However,  it  is  safe 
in  some  cases  to  go   down  and   incise   the   duct  and   remove 
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the  obstruction  after  doing  a  cholecystotomy.  But,  as  stated, 
there  is  a  class  of  cases  in  which  it  is  best  to  only  do  a  chole- 
cystotomy and  let  the  patient  rally,  and  let  the  bile  escape  for  a 
few  weeks. 

It  is  a  well-recognized  fact  that  the  bile  in  a  normal  bladder  is 
very  different  from  that  found  where  there  is  obstruction  in  the 
duels,  and  that  unhealthy  bile  is  more  liable  to  produce  a  peri- 
tonitis than  the  normal  secretion.  But  by  the  process  which  I  will 
describe  you  can  drain  even  pus  in  the  quantity  that  bile  will 
escape  from  the  duct  and  protect  the  general  cavity.  It  cannot 
be  too  forcibly  emphasized  that  time  is  such  an  important  feature 
that  there  should  be  no  attempt  made  to  stitch  up  the  duct.  An 
incision  should  be  made,  a  glass  tube  introduced  and  gauze  packed 
around  it,  and  by  so  doing  the  patient  will  not  be  exhausted  by 
the  operation  and  will  be  put  in  a  position  for  recovery.  In 
support  of  this  procedure,  I  would  quote  from  my  remarks  on 
this  subject  at  the  Louisville  meeting  : 

"  As  to  the  treatment  of  these  cases,  I  think  the  crushing  of 
these  stones  through  the  duct  with  a  forceps  is  a  risky  procedure. 
In  doing  this  you  cause  such  injury  to  the  duct  that  you  are 
liable  to  have  sloughing  afterward,  and  escape  of  the  contents  of 
the  duct  into  the  abdominal  cavity.  The  method  of  puncturing 
with  needles  is  also  a  risky  procedure.  Unless  the  stone  can  be 
dislodged  either  into  the  intestine  or  back  into  the  gall-bladder* 
to  my  mind  it  is  much  wiser  to  incise  the  duct  and  remove  the 
stone. 

"  Of  course,  all  operations  for  stones  in  the  common  or  hepatic 
duct  are  serious.  The  patient  is  suffering  from  cholsemia  and 
is  in  an  unfavorable  condition  for  an  operation.  These  oper- 
ations do  not  compare  with  those  for  stone  in  the  gall-bladder. 
They  are  operations  of  much  greater  mortality.     .     .     . 

"  I  have  conducted  some  experiments  to  test  the  value  of  gauze 
in  draining  bile  from  the  gall-bladder  and  ducts.  I  have  removed 
the  gall-bladder  without  tying  the  duct,  by  packing  with  iodoform 
gauze,  which  was  removed  on  the  third  day ;  and  the  animal  got 
well  without  serious  trouble.  I  have  also  incised  the  gall-bladder, 
packed  gauze  around  the  opening,  no  stitches  being  used,  and  the 
animal  did  well.  Similar  experiments  have  been  conducted  by 
others,  and  from  them  we  learn  that  if  an  animal  can  get  well  by 
packing  with  gauze,  without  any  stitches,  it  is  safe  to  rely  upon 
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the  gauze  in  opening  the  duct  and  removing  the  obstruction.  A 
glass  tube  should  be  used  with  the  gauze." 

It  is  not  surgical  to  leave  a  stone  in  the  duct  which  will  con- 
tinue to  give  trouble  and  which  may  cause  general  peritonitis. 
The  Murphy  button  is  a  very  ingenious  device,  but  aside  from 
the  disadvantage  of  having  a  foreign  body  introduced  into  the 
intestine,  much  harm  is  liable  to  result  from  a  fistulous  opening 
between  the  bowel  and  gall-bladder.  The  intestinal  contents  will 
get  into  the  gall-bladder  and  cause  trouble,  very  much  as  is  seen 
in  communications  between  the  bowel  and  urinary  bladder.  I 
am  aware  of  the  fact  that  a  post-mortem  in  one  case  went  to 
show  that  there  was  a  valve  like  formation  which  prevented  the 
contents  of  the  intestines  passing  into  the  gall-bladder,  but  this 
cannot  be  depended  on  in  all  cases.  A  very  similar  condition, 
from  a  pathological  standpoint,  is  found  in  cases  of  communica- 
tion between  the  urinary  bladder  and  bowel.  So,  such  an  open- 
ing should  be  avoided  if  possible.  Still  it  is  indicated  when  the 
obstruction  in  the  common  duct  cannot  be  relieved,  which  I 
believe  must  be  very  exceptional.  In  cases  of  obstruction  in  the 
duct  there  is  dilatation  behind  the  seat  of  obstruction  and  not  such 
great  difficulty  in  finding  the  stone  as  one  might  imagine. 

In  conclusion,  in  extreme  cases  of  saprsemia  I  would  recommend 
simply  a  cholecystotomy,  and  after  the  bile  had  been  drained  and 
the  patient  relieved  for  a  sufficient  length  of  time,  then  an  oper- 
ation on  the  duct  as  described  above  ;  and  if  impossible  to  find 
the  duct,  then  operate  by  uniting  the  bladder  and  intestine.  In 
another  class  where  the  patient's  condition  is  very  good  and  where 
the  stone  can  be  found  without  prolonging  the  operation  mate- 
rially, the  duct  should  be  incised,  the  stone  removed,  and  after 
emptying  all  the  bile  from  the  bladder,  protecting  the  intestines 
at  the  same  time,  the  treatment  should  be  carried  out  as  above 
described.  If  there  are  no  stones  in  the  bladder,  there  can  be 
no  need  in  such  a  case  of  doing  a  cholecystotomy.  The  fistula 
which  follows  the  operation  on  the  duct  is  very  similar  to  the  one 
following  the  operation  on  the  gall-bladder. 

Dr.  John  D.  S.  Davis,  of  Birmingham,  Ala. — The  paper  read 
by  Dr.  Rogers  has  been  very  interesting  to  me.  He  has  been 
very  fortunate  in  his  results  in  operating  on  the  common  duct  for 
the  relief  of  obstruction.  I  think  my  brother  is  right  in  the 
position  he  takes,  that  in  a  great  many  of  the  extreme  cases  we 
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are  not  only  able  to  save  life  by  doing  a  draining  operation,  but 
we  cure  them.  We  have  an  inflammatory  condition  of  the  duct 
which  results  in  stenosis  sufficiently  marked  to  prevent  bile  flow- 
ing freely  into  the  gut,  and  kills  the  patient.  Now,  if  you  thor- 
oughly drain  the  gall-bladder  the  patient  will  get  well,  and  in 
many  cases  you  avoid  the  necessity  of  an  anastomosis. 

As  to  the  anastomotic  device  the  Doctor  uses,  I  am  opposed  to 
anything  being  introduced  into  the  intestine  that  is  foreign  in 
nature.  I  have  used  all  of  the  devices  on  dogs  for  anastomotic 
purposes,  with  good  results.  We  will  get  good  immediate  results 
from  any  device.  If  you  put  a  foreign  body  into  the  intestine 
there  is  a  possibility  of  its  producing  an  obstruction,  and  especi- 
ally is  this  true  of  the  Murphy  button,  and  it  is  a  bad  idea  to  use 
it  as  well  as  other  devices  when  you  do  an  operation,  although  it 
requires  a  little  more  time  by  the  stitching  method.  The  only 
reason  why  we  should  use  an  anastomotic  device  is  to  save  time ; 
and  it  is  only  in  extreme  cases  that  we  should  operate  with  a  view 
of  saving  time,  especially  where  we  drain  the  gall-bladder  and 
wait  for  the  patient  to  build  up  ;  then  we  can  take  a  longer  time 
to  stitch  the  gall-bladder  to  bowel  or  duodenum.  In  the  extreme 
cases  we  should  not  take  the  time  to  do  an  anastomosis  by  an 
anastomotic  device,  although  an  anastomosis  in  the  hands  of  a 
competent  man  can  be  done  in  a  few  minutes  with  any  of  the 
devices  at  our  command,  and  more  especially  with  the  Murphy 
button. 

End-to-end  approximation  with  this  device  is  a  bad  procedure 
in  the  hands  of  men  not  doing  anastomotic  work,  as  sloughing  is 
liable  to  take  place  on  the  mesenteric  margin  of  the  gut.  It  has 
been  clearly  and  conclusively  demonstrated  that  you  seldom  ever 
have,  if  you  do  an  anastomosis  close  to  the  end  of  the  bowel,  an 
impaction  or  obstruction  there,  and  it  is  better  to  turn  in  the 
ends  of  the  bowel  and  do  a  lateral  anastomosis. 

Dr.  W.  O.  Roberts,  of  Louisville,  Ky. — I  cannot  let  these 
two  cases  go  by,  Mr.  President,  without  saying  a  few  words.  In 
reference  to  the  first  case  Dr.  Rogers  reported,  it  is  a  great  pity 
the  button  was  not  used  in  the  operation.  I  take  it,  the  only 
reason  it  was  not  used  was  because  the  Doctor  did  not  have  it. 
Soon  after  Dr.  Murphy  introduced  his  button  to  the  profession, 
I  did  an  experimental  operation  on  a  dog,  a  large,  half-grown 
mastiff.     I  buttoned  the  gall-bladder  to  the  duodenum,  and  was 
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surprised  to  find  with  what  ease  and  rapidity  the  operation  could 
be  done.  The  button  came  away  on  the  tenth  day,  and  the  dog 
did  not  have  a  bad  symptom.  It  strikes  me  as  being  decidedly 
the  device  for  operation  in  these  cases,  and  in  most  cases  I  do  not 
think  it  makes  any  difference  in  what  part  of  the  intestine  the 
anastomosis  is  made  so  long  as  it  is  made  in  the  small  intestine. 

In  the  end-to-end  anastomosis,  it  strikes  me  we  have  an  excel- 
lent operation,  but,  as  Dr.  Davis  has  said,  we  have  to  be  exceed- 
ingly careful  with  the  mesenteric  border  of  the  bowel,  or  we  will 
have  sloughing.  I  have  not  done  the  operation  on  the  human 
subject,  but  I  have  carried  the  button  around  with  me  in  the 
hope  that  I  would  run  across  an  emergency  case  where  I  would 
be  able  to  use  it.  I  shall  use  it  when  the  first  opportunity 
offers. 

Dr.  A.  B.  Miles,  of  New  Orleans,  La. — I  regret  very  much 
that  I  was  unable  to  hear  the  paper  and  the  remarks  made  prior 
to  those  of  the  last  speaker,  but  I  desire  to  say  a  few  words  against 
any  sort  of  device  that  locks  up  the  bowel.  So  far  as  my  experi- 
ence goes,  time  is  not  saved  by  the  use  of  any  kind  of  material 
that  blocks  up  the  intestines.  (Here  Dr.  Miles  demonstated  his 
method  of  suturing  the  bowel  end-to-end,  and  advocated  it.)  It 
occurs  to  me  the  bowel  can  be  sutured  more  quickly  in  the  way 
I  have  described  than  by  any  other  method  which  involves  the 
introduction  into  the  calibre  of  the  bowel  of  any  sort  of  obstruct- 
ing device.  Whenever  it  is  practicable,  I  believe  it  is  better  to 
suture  the  bowel  end-to-end  than  to  adopt  any  method  of  lateral 
anastomosis. 

The  materials  used  for  opening  the  calibre  of  the  bowel  and 
assisting  in  the  approximation  are  of  service  in  those  cases  of 
obstruction  where  the  calibre  of  the  intestine  below  the  obstruction 
is  much  diminished,  and  above  it  very  much  increased.  Devices 
can  be  adopted  for  distending  the  bowel ;  the  bowel  can  be  dis- 
tended, and  then  sutures  applied.  I  would  caution  against  any 
sort  of  device  that  very  much  obstructs  the  passage  of  feces  along 
the  gut. 

Dr.  E.  P.  Riggs,  of  Birmingham,  Ala. — What  device  would 
you  suggest  for  restoring  the  bowel  below  the  seat  of  obstruc- 
tion? 

Dr.  Miles. — It  can  be  done  with  dilating  instruments,  as,  for 
instance,  an  instrument  like  a  glove-stretcher.     It  can  be  done 
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with  forceps  ;  at  least  half  a  dozen  instruments  can  be  used  for 
dilating  purposes. 

Dr.  Cornelius  Kollock,  of  Cheraw,  S.  C. — I  am  not  pre- 
pared to  condemn  the  button,  as  I  am  not  sufficiently  acquainted 
with  it.  Several  competent  men  have  spoken  in  favor  of  the 
button  being  used,  but  I  must  say  I  agree  with  Dr.  Miles  that 
the  least  obstruction  to  the  bowel  under  any  circumstances  the 
better.  We  are  taught  by  physiologists  that  the  best  promoters 
of  health  and  happiness  are  open  bowels  and  a  clear  conscience. 
I  think  we  should  keep  the  bowels  open  and  comfortable,  which 
is  better  than  closing  them  by  foreign  bodies  or  devices  intro- 
duced into  them.  By  keeping  the  bowels  open  we  set  up  a 
healthy  physiological  condition  instead  of  a  pathological  one. 

Dr.  Rogers,  in  closing  the  discussion,  first  answered  the 
arguments  of  the  various  speakers  by  drawings  and  demonstra- 
tions on  the  board,  and  pointed  out  the  harmlessness  of  the 
Murphy  button.  He  further  said :  The  Murphy  button  in  cir- 
cumference— its  butt  end — can  be  covered  by  a  silver  dollar. 
Children  have  been  known  to  swallow  things  much  larger  than 
the  button,  and  they  have  passed  through  the  intestinal  canal 
without  producing  disastrous  results  or  even  unfavorable  symp- 
toms. Fecal  masses  have  also  been  passed  larger  than  the 
Murphy  button.  While  it  is  a  foreign  body,  the  danger  attend- 
ing its  use  is  as  such  comparatively  nil.  Aside  from  any  theo- 
retical propositions  concerning  it,  it  has  been  used  a  sufficient 
number  of  times  by  Dr.  Murphy  and  others  to  show  that  it  does 
no  harm  in  the  bowel. 

As  regards  cholecystenterostomy,  the  proposition  advanced  to 
remove  the  gall-stone  from  the  common  duct  in  the  manner 
described  looks  very  easy  from  the  outside  in  a  healthy  man ; 
but  when  you  come  to  a  liver  that  is  distended,  and  we  find  that 
usually  the  case  where  there  is  obstruction  of  the  common  duct, 
the  liver  puffed  up,  filled  with  blood  and  bile,  it  is  not  an  easy 
matter  to  look  down  and  reach  away  up  under  and  incise  the 
gall-duct.  It  may  do  in  a  few  cases  with  which  we  have  to  deal, 
but  I  do  not  think  it  is  a  very  practicable  operation  to  incise  the 
duct,  remove  the  gall-stone,  then  introduce  a  glass  tube  and 
pack  around  it  with  gauze,  as  suggested  by  Dr.  Davis.  You 
then  have  two  fistula?  to  deal  with.  I  would  rather  have  a 
Murphy  button  between  my  gall-bladder  and  small    intestine 
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sewed  up,  than  to  have  two  fistulse   existing  for  weeks  after- 
ward. 

There  are  theoretical  objections  to  the  button,  but  in  my  lim- 
ited use  of  it,  it  has  proved  satisfactory.  The  ease  with  which 
the  buttons  can  be  applied  is  surprising,  and  the  complete  closure 
of  the  parts  is  so  satisfactory  that  I  am  satisfied  if  you  gentle- 
men will  use  them  once,  you  will  prefer  their  use  to  the  stitching 
method. 


PERSONAL  EXPERIENCE   IN  THE  OPERATIVE 

TREATMENT  OF  STONE  IN  THE 

BLADDER. 


By  W.  T.  Briggs,  M.D., 

Nashville,  Tenn. 


Living  in  the  midst  of  the  stone  region,  and  in  a  city 
whose  celebrity  as  a  surgical  centre  has  been  long  established, 
it  has  been  my  fortune  to  have  met  with  an  unusually  large 
number  of  cases  of  vesical  calculi. 

As  a  pupil  of  the  illustrious  Dudley  and  a  witness  of  his 
skilful  treatment  and  beautiful  manipulation  in  many  cases 
of  stone,  and  as  an  assistant  of  the  late  Prof.  Paul  F.  Eve, 
who  was  a  distinguished  lithotomist,  I  became  deeply  inter- 
ested in  the  subject  early  in  my  professional  life  and  have 
given  much  time  and  study  to  its  consideration  for  the  past 
forty-two  years.  I  have  had  284  cases  of  stone  under 
observation.  The  Southern  States  have  furnished  the  greater 
number  of  the  cases  ;  a  few  have  come  from  Western  States. 
Tennessee,  Kentucky,  and  Alabama  have  supplied  the  largest 
number ;  but  Georgia,  Florida,  Texas,  Arkansas,  North 
Carolina,  Virginia,  Missouri,  and  Illinois  have  contributed 
cases. 

272  of  the  number  were  males,  12  females;  153  were 
children,  or  youths  under  twenty  years  of  age ;  131  were 
adults  varying  in  age  from  twenty-one  to  eighty.  It  is  a 
singular  fact  that  in  my  early  practice  nearly  all  my  stone 
patients  were  children  under  fifteen.  For  the  last  fifteen  or 
twenty  years,  fully  three-fourths  of  the  patients  have  been 
adults,  quite  a  number  over  sixty-five.     The  oldest  patient 


W.  T.  BRIGGS.  221 

was  eighty  years,  the  youngest  eleven  months.  274  were 
white,  2  were  negroes,  8  were  mulattoes. 

Multiple  stones  were  found  in  11  cases  :  in  1  case  thirteen, 
in  4  cases  three  each,  in  6  cases  two  each. 

The  largest  stone  extracted  (crushed)  weighed  five  and  a 
half  ounces,  the  smallest  twenty  grains. 

The  collection  contains  uric  acid,  oxalate  of  lime,  phos- 
phate, triple  phosphate,  and  the  alternating  calculus,  the 
latter  being  quite  frequent. 

253  patients  were  submitted  to  operative  treatment ;  31  were 
not  operated  on ;  14  were  so  worn  down  with  long-continued 
suffering  that  operative  measures  were  denied  them,  and  the 
results  justified  the  decision,  for  death  speedily  ensued  in  each 
of  these  cases.  Seveu  refused  to  submit  to  operative  treat- 
ment. In  10  cases  the  stone  was  spontaneously  expelled 
per  vias  naturales;  in  3,  soon  after  the  examination  with  the 
sound. 

In  operations  for  stone  I  have  not  restricted  myself  to  any 
single  method,  recognizing  the  fact  that  every  case  of  stone 
in  the  bladder  has  its  especial  indications,  and  the  best  results 
can  only  be  attained  by  the  surgeon,  who  has  a  practical 
knowledge  of  all  methods  of  operating  and  who  appreciates 
the  great  importance  of  selecting  the  operation  best  adapted 
to  the  case  under  consideration.  I  have  done  all  of  the 
operations,  both  cutting  aud  crushing,  and  I  consider  it  very 
fortunate  that  surgery  has  so  many  resources  for  the  relief  of 
this  distressing  and  painful  malady. 

The  success  of  every  method  of  operating  largely  depends 
on  the  preparatory  treatment  of  the  patient.  The  pre-eminent 
success  of  Dudley,  Mott,  and  others  was  doubtless  due  to  the 
judicious  treatment  employed  in  the  preparation  of  subjects 
for  the  operation  ;  and  I  am  sure  that  my  own  success  has  been 
greatly  enhanced  by  a  strict  observance  of  the  preparatory 
treatment. 

The  treatment  consists  of  such  measures  as  would  remove 
or  diminish  the  irritability  and  inflammation  of  the  bladder 
and  urethra,  correct  the  morbid  condition  of  the  urine,  and 
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restore  the  general  health.  In  most  cases  the  treatment  is 
followed  in  a  comparatively  short  time  by  a  mitigation  of  the 
painful  and  distressing  symptoms  which  had  so  long  harassed 
the  patient,  and  occasionally  the  relief  was  so  great  that  the 
patient  was  inclined  to  doubt  the  diagnosis  of  the  surgeon  and 
to  withdraw  from  his  care. 

In  some  cases,  however,  no  treatment,  general  or  local,  has 
any  good  effect;  patients  continued  to  become  more  and  more 
emaciated  and  debilitated,  and  the  constitution  more  shattered, 
while  the  urine  is  filled  with  pus,  and  stinks  with  putridity. 
I  have,  under  such  circumstances,  positively  declined  to  oper- 
ate, because,  in  my  judgment,  fatal  results  rapidly  follow  the 
operation  in  every  instance. 

I  have  submitted  5  patients  to  the  old-fashioned  method  of 
crushing  (lithotrity),  with  recovery  of  the  patient  in  every  in- 
stance. Long  before  the  necessary  sittings  were  finished,  the 
patience  of  myself  and  of  my  patients  was  completely  exhausted, 
and  they  clamored  for  the  more  rapid,  if  more  bloody,  opera- 
tion of  cutting.  In  two  cases,  either  because  fragments  were 
left  or  the  calculus  recurred,  it  was  necessary  to  lithotomize 
the  patient  before  the  end  of  the  year.  I  had  about  deter- 
mined to  crush  no  more  stones,  when  Professor  H.  J.  Bigelow 
aunounced  his  method  of  rapid  crushing  and  the  removal  of 
the  fragments  at  one  sitting.  Litholapaxy  rapidly  won  the 
favor  of  the  surgical  world,  and  has  completely  superseded 
lithotrity,  and  is  threatening  the  extinction  of  all  cutting 
methods  except  the  supraj)ubic,  which  it  claims  as  an  ally.  I 
was  at  once  captivated  by  the  bloodless  and  easy  method  of  rid- 
ding the  tortured  bladder  of  its  burden,  and  turned  my  atten- 
tion to  the  study  of  its  adaptability  to  cases  under  my  care. 
I  was  convinced  that  in  many  cases  it  was  the  operation  par 
excellence,  and  should  be  chosen  as  a  general  rule  of  practice, 
when  the  environments  of  the  case  were  favorable. 

In  my  opinion,  the  selection  of  this  method  of  operation  is 
based  on  four  conditions  : 

1.  Adult  patient. 

2..  Capacious  and  tolerant  urethra. 
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3.  Small  or  medium-sized  stone ;  or,  if  large,  of  soft  con- 
sistence . 

4.  Bladder  capacious  and  free  from  severe  and  persistent 
inflammation. 

When  chosen  under  these  conditions,  no  operation  in  the 
whole  range  of  surgery  is  more  successful  and  satisfactory  in 
its  results. 

If  calculi  were  detected  and  submitted  to  this  operation  in 
their  early  stage,  before  the  health  was  broken  down  and  local 
involvements  had  occurred,  no  other  operation  could  be 
desired. 

In  my  experience,  the  conditions  necessary  for  the  success 
of  the  rapid  crushing  operation  are  very  seldom  present  when 
patients  come  under  the  surgeon's  care.  As  a  rule,  they  do 
not  seek  advice  until  the  stone  has  become  very  large,  causing 
serious  pathological  changes  in  the  urinary  organs  from  the 
persistent  and  continued  presence  of  chronic  cystitis,  and  the 
general  health  has  broken  down. 

I  am  aware  of  the  fact  that  many  very  distinguished  sur- 
geons claim  that  litholapaxy  is  the  safest  and  best  operation 
under  these  and  all  other  circumstances,  except  when  the  stone 
is  unusually  large  and  hard,  and  then  they  claim  that  the  case 
should  be  submitted  to  the  suprapubic  section. 

I  must  take  issue  with  them  on  this  point,  and  when  the 
claim  is  made  that  with  the  improved  modern  instruments 
adapted  to  children,  litholapaxy  is  the  safest  and  best  for 
children,  I  must  again  dissent.  While  it  is  true  that  great 
improvements  have  been  made  in  litholapaxy,  as  applied  to 
children,  it  cannot  equal  certain  methods  of  cutting  operations. 
The  results  of  lithotomy  in  children  are  so  satisfactory  that 
nothing  is  left  to  be  desired.  It  is  one  of  the  triumphs  of 
surgery.  When  the  small  size  and  delicate  texture  of  the 
urethra,  the  high  position  of  the  bladder,  and  the  erethism  of 
the  nervous  system  in  children,  are  considered,  it  can  readily 
be  believed  that  a  smooth  incision  into  the  neck  of  the  bladder 
and  the  gentle  withdrawal  of  the  stone  will  be  followed  by 
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better  results  than  the  prolonged  and  tedious  manipulations  of 
litholapaxy. 

In  my  own  practice  76  children  under  sixteen  years  of  age 
submitted  to  the  medio-bilateral  operation,  recovered  fully  aud 
thoroughly,  except  oue,  who  died  from  an  intercurrent  dysen- 
tery. In  a  majority  of  the  cases  no  after-treatment  was  neces- 
sary except  cleanliness,  aud  the  little  fellows  were  up  and  well 
in  a  few  days. 

I  have  performed  litholapaxy  10  times  in  adults.  The 
operations  were  attended  with  no  difficulty,  and  were  satisfac- 
torily accomplished  in  a  reasonable  length  of  time.  In  one  of 
the  cases  the  stone,  weighing  three  ounces,  was  crushed  and 
removed  in  forty  minutes  with  complete  success.  In  two  cases 
death  resulted  from  renal  complications. 

I  still  think  the  operation  is  one  of  the  most  valuable 
resources  of  surgery,  and  shall  continue  its  practice  whenever 
suitable  cases  are  presented. 

I  regard  the  suprapubic  as  a  special  operation.  It  is  par- 
ticularly adapted  to  and  should  always  be  selected  for  the 
removal  of  stones  too  large  to  be  extracted  through  the  peri- 
neum without  tearing  and  bruising  the  softs  parts  and  too 
hard  to  be  fragmentized  through  the  perineal  incision.  It 
should  always  be  selected  and  practised  for  the  removal  of 
very  large  and  hard  calculi.  In  such  cases  it  has  proven  to 
be  safer  than  any  other  method.  Under  other  conditions, 
however,  the  dangers  environing  the  operation  are  much 
greater  than  those  attending  the  perineal  methods. 

I  have  done  the  suprapubic  in  7  instances  for  the  extrac- 
tion of  very  large  and  hard  calculi.  In  5  the  recovery  was  en- 
tirely satisfactory,  in  2  death  resulted. 

I  tried  the  median  method  in  3  cases,  but  found  it  entirely 
inadequate  for  the  withdrawal  of  any  except  small  or  medium- 
sized  calculi,  which  could  better  be  dealt  with  by  litholapaxy; 
I  found  that  it  did  not  afford  sufficient  drainage  and  did  not 
offer  an  incision  large  enough  for  fragmentation. 

Educated  in  the  school  of  Dudley,  and  thoroughly  im- 
pressed with  the  principles  involved  in  the  treatment  of  uriu- 
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ary  calculi  instilled  by  his  admirable  teaching,  I  started  in 
professional  life  with  strong  predilection  for  the  lateral  opera- 
tion, and  my  first  operations  were  by  that  method.  But  after 
many  careful  and  minute  dissections  of  the  perineum,  I  was 
satisfied  that  the  lateral  method,  modified  and  improved  by 
Cheselden  in  the  seventeenth  century,  and  but  little  changed 
since,  was  not  the  best  method  for  the  removal  of  stones  from  the 
bladder:  that  it  did  not  satisfy  anatomical  requirements;  that 
it  made  an  oblique  instead  of  a  direct  passage  to  the  bladder ; 
that  there  was  often  a  lack  of  parallelism  between  the  external 
and  internal  incisions,  thereby  interfering  with  free  drainage, 
a  matter  often  of  vital  importance ;  that  it  did  not  afford  more 
space  for  the  extraction  of  calculi  than  other  perineal  methods; 
that  the  iucision  necessary  often  divided  large  vessels,  and 
frequently  passed  beyond  the  boundaries  of  the  pelvic  fascia. 
"When  I  came  to  Nashville  and  saw  the  beautiful  operation 
of  the  late  Prof.  Paul  F.  Eve,  by  the  bilateral  method,  I  at 
once  adopted  it  aud  continued  its  practice  for  a  number  of 
years.  I  did  44  operations  by  this  method,  with  4  deaths, 
1  in  10.  I  thought  the  rate  of  mortality  too  high  and  became 
dissatisfied  with  it.  A  circumstance  which  occurred  about 
this  time  increased  my  mistrust  in  the  bilateral  method. 

I  visited  a  young  man  in  the  eastern  part  of  the  State  and 
removed  a  large  stone  by  the  bilateral  operation  ;  a  profuse 
hemorrhage  followed,  which  was  promptly  checked  by  the 
shirted  catheter.  Through  a  misunderstanding  of  the  medical 
gentleman  left  in  charge  of  the  case,  the  tampon  was  removed 
too  soon,  the  hemorrhage  returned ;  a  solution  of  Monsel's 
salts,  in  which  the  attendant  had  great  confidence  was  applied ; 
hemorrhage  soon  recurred.  Iron  was  again  applied;  hemor- 
rhage recurred,  and  so  on  until  the  patient  bled  to  death. 

I  then  determined  to  seek  a  safer  operation  for  the  extrac- 
tion of  stone.  After  numerous  dissections  about  the  bladder, 
both  above  and  below  the  pubic  bone,  I  selected  the  perineal 
raphe  as  the  best  and  most  acceptable  point  for  entrance  into 
the  bladder  for  the  removal  of  a  foreign  body. 

Nature  seems  to  have  destined  the  raphe  for  such  an  opera- 
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tion,  for  it  is  the  mere  tendinous  union  of  the  perineal  muscles 
serving  to  separate  the  important  structures  of  one  side  from 
the  other  and  permitting  the  surgeon's  knife  to  reach  and  to 
open  the  bladder  without  injuring  any  structure  of  great  im- 
portance. It  will  be  remembered  that  the  superficial  parts  of 
the  perineum,  with  the  exception  of  the  raphe,  are  composed 
of  highly  dilatable  tissues,  the  tension  of  which  is  maintained 
by  the  raphe  itself.  If  this  is  divided  the  dilatability  becomes 
very  great. 

The  relative  dilatability  of  these  parts  can  be  well  illus- 
trated by  a  sheet  of  India-rubber  through  which  passes  a 
moulded  seam  itself  inelastic  and  exerting  tension  upon  the 
sheet  of  rubber.  If  an  incision  be  made  in  the  length  of  the 
seam  the  dilatability  of  the  section  will  be  as  much  greater 
than  a  transverse  or  oblique  section  as  the  circumference  of  a 
circle  is  greater  than  its  diameter.  It  was  upon  this  principle 
of  dilatation  that  Allarton  originated  the  modern  median 
operation  ;  and  were  the  deeper-seated  structures  as  dilatable 
as  the  superficial,  the  median  operation  would  be  of  all 
methods  the  most  desirable ;  but  there  is  a  serious  obstacle  to 
the  stretching  process,  at  the  neck  of  the  bladder,  in  the  pros- 
tate gland,  and  in  the  circle  of  muscular  fibres  around  the 
neck.  These  structures  can  only  be  dilated  to  a  limited  de- 
gree ;  when,  however,  they  are  slightly  incised  bilaterally,  they 
yield  to  dilatation  as  readily  as  the  more  superficial  parts. 
The  capacity  of  the  oj:>ening  after  a  longitudinal  incision  in 
the  raphe,  combined  with  a  slight  bilateral  incision  of  the 
prostate  gland  and  the  elastic  ring  at  the  neck  of  the  bladder, 
is  almost  incredible  to  one  who  has  not  tested  it.  It  is  suffi- 
cient to  permit  any  stone  which  can  pass  through  the  pelvic 
outlet  to  be  extracted  safely.  This  is  the  modification  of  the 
median  suggested  by  Civiale  in  1829,  and  practised  by  him  in 
all  cases  which  he  subjected  to  the  cutting  operation.  It  was 
called  by  him  the  medio-bilateral  method. 

The  advantages  of  this  operation  over  others  are : 
1.   That  it  opens  up  the  shortest  and  7nost  direct  route  to  the 
bladder.     Passing  in  a  straight  line  from  one-third  of  an  inch 
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anterior  to  the  verge  of  the  anus  to  the  neck  of  the  bladder, 
it  facilitates  the  introduction  of  instruments  and  the  re- 
moval of  calculi. 

2.  It  divides  parts  of  the  least  importance.  The  incision 
following  the  median  line  does  not  encounter  any  structures  of 
importance,  nor  does  the  slight  bilateral  sections  of  the  deeper 
structures  do  violence  to  tissues  of  vital  consequence.  The 
section  does  not  pass  beyond  the  limits  of  the  prostate  gland 
nor  the  reflexion  of  the  deep  perineal  fascia.  There  is  but 
little  danger  of  wounding  the  rectum  if  proper  precautions  are 
used,  although  the  knife  does  pass  in  very  close  proximity  to  it. 

One  of  the  main  arguments  used  in  favor  of  litholapaxy 
and  the  suprapubic  section  is  that  they  do  not  injure  the 
seminal  ducts,  by  which  a  patient  would  be  unsexed.  I  have 
made  especial  investigations  in  reference  to  this  question,  and 
in  a  number  of  sections  in  the  perineum  of  the  cadaver  I 
found  no  injury  to  the  ducts  after  the  medio-bi lateral  opera- 
tion, and  the  subsequent  history  of  a  number  of  patients  upon 
whom  I  had  operated  has  shown  that  many  have  become  the 
fathers  of  children,  and  in  no  instance  has  a  patient  been  left 
in  the  condition  of  a  eunuch.  The  incision  in  the  medio- 
bilatei'al  method  passes  almost  directly  outward  from  the  sides 
of  the  prostatic  urethra  and  could  not  possibly  encounter  the 
ducts.  I  am  well  satisfied  that  sterility  is  not  a  frequent 
sequence  of  this  method  of  operation. 

3.  It  is  an  almost  bloodless  operation.  When  the  incision 
closely  follows  the  middle  line  of  the  perineum,  as  intended, 
even  if  it  encroaches  on  the  bulb  of  the  urethra,  no  vessels  of 
any  size  are  divided,  since  they  have  spread,  so  to  speak,  on 
the  outer  side  of  the  raphe  while  the  cross  section,  passing  but 
a  few  lines  from  the  middle,  encounters  no  arteries  of  any 
importance,  so  that  the  loss  of  blood  is  small,  seldom  amount- 
ing to  an  ounce.  This  immunity  from  hemorrhage  depends 
on  the  incision  being  made  strictly  in  the  middle  line. 

4.  It  affords  a  sufficiently  capacious  passage  for  the  removal 
of  any  calculus  which  can  be  safely  removed  through  the 
perineum,  and  is  admirably  suited  for  drainage. 
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5.  It  reduces  the  death-rate  to  the  minimum. 

Possessing,  as  I  thiuk  it  does,  the  advantages  mentioned,  it 
is  my  conviction  that  the  medio-bilateral  operation  skilfully 
executed  is  devoid  of  danger  to  life,  and  that,  in  the  absence 
of  organic  disease  of  the  kidneys  or  other  vital  organs,  every 
patient  submitted  to  it  will  recover.  In  a  majority  of  cases 
neither  fever  nor  other  unpleasant  symptoms  occur.  Patients 
are  usually  up  in  a  week,  and  in  twelve  or  fifteen  days,  fre- 
quently sooner,  the  wound  is  entirely  healed. 

I  have  now  performed  the  medio-bilateral  operation  171 
times,  on  patients  of  all  ages,  from  the  infant  at  the  breast  to 
the  octogenarian,  with  the  result  of  167  complete  recoveries  and 
4  deaths.  The  fatal  result  in  three  of  these  cases  should  not 
be  attributed  to  the  operation  :  one  of  the  number  died  of 
phthisis  pulmonalis  three  months  after  the  operation  with  the 
wound  unhealed,  another  died  from  an  intercurrent  dysentery, 
still  another  from  surgical  kidney  followed  by  immediate  sup- 
pression of  urine  and  ursemic  poisoning. 

The  staff,  scalpel,  and  lithotomy  forceps  are  the  only  instru- 
ments really  necessary  for  the  operation.  To  facilitate  the 
cross  section  of  the  deep-seated  parts,  Mr.  Stohlman,  of  the 
firm  of  Tiemann  &  Co.,  designed  for  me  the  instrument  I 
now  exhibit  to  you,  which  is  admirably  suited  to  the  purpose. 
I  use  it  in  all  my  medio-bilateral  operations. 


Briggs's  cystotome. 


The  technique  of  the  operation  is  as  follows  : 
After  the  pubes  and  perineum  have  been  shaved  and  ren- 
dered aseptic,  the  bladder  is  washed  out  with  a  boric  acid 
solution  (leaving  a  few  ounces  in  the  bladder)  ;  the  patient  is 
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secured  in  the  lithotomy  position,  the  staff  introduced  into  the 
bladder  and  made  to  touch  the  stone;  it  is  then  intrusted  to 
an  assistant  who  is  instructed  to  draw  it  well  up  under  the 
arch  of  the  pubes,  and  to  maintain  it  in  that  position,  at  the 
same  time  to  grasp  the  scrotum  and  penis  and  draw  them  up 
so  as  to  render  the  integumentary  structures  of  the  perineum 
tense,  and  to  elongate  the  membranous  portion  of  the  urethra 
as  much  as  possible  (it  may  be  elongated  two  or  three  lines), 
thereby  carrying  the  bulb  farther  from  injury.  However, 
hemorrhage  from  the  bulb  is  of  no  moment  when  the  incision 
is  made  strictly  in  the  median  line. 

The  surgeon,  seated  before  the  patient,  introduces  his  left 
index  finger,  well  oiled,  into  the  rectum  and  draws  it  directly 
backward  ;  a  narrow  sharp-pointed  kuife  is  entered  in  the 
raphe  three  or  four  lines  from  the  verge  of  the  anus,  and 
pushed  directly  into  the  groove  of  the  staff;  it  is  then  carried 
forward  so  as  to  open  the  membranous  urethra  to  the  extent 
of  three  or  four  lines  ;  withdrawing  the  knife  from  the  urethral 
canal,  the  incision  of  the  superficial  parts  is  completed  by  a 
division  of  the  raphe  upward  to  the  extent  of  an  inch  and  a 
half  or  two  inches — or  an  incision  may  be  made  in  the  raphe 
commencing  an  inch  and  a  half  above  the  anus,  terminating 
within  a  few  lines  of  its  margin.  In  the  posterior  part  of  this 
incision  a  careful  dissection  is  made,  successively  dividing  the 
tissues  down  to  the  groove,  and  the  urethra  opened.  The 
beak  of  the  instrument — cystotome,  as  it  has  been  called — is 
introduced  into  the  groove  of  the  staff,  passed  into  the  bladder, 
disengaged,  and  withdrawn  open,  making  in  its  withdrawal  a 
section  of  three  lines  on  each  side.  The  finger  is  then  intro- 
duced into  the  wound  and  guided  along  the  upper  surface  of 
the  staff,  into  the  bladder,  and  in  contact  with  the  stone.  The 
staff  is  then  withdrawn.  The  wound  is  slowly  and  gently 
but  freely  dilated  with  the  finger.  To  no  operation  is  the 
maxim,  festina  lente,  more  applicable,  for  haste  on  the  part 
of  the  operator  may  cause  a  laceration  instead  of  a  dilatation 
of  the  perineal  tissues. 

In  a  few  cases  in  persons  advanced  in  life  I  found  the  neck 
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of  the  bladder  firm  and  undilatable  even  under  continued 
gentle  manipulation. 

In  these  cases  I  was  compelled  to  resort  to  the  probe-pointed 
bistoury,  which,  guided  by  the  finger,  made  an  incision  on  each 
side  of  sufficient  extent  to  permit  the  easy  extraction  of  the 
stone. 

A  pair  of  light  forceps  is  passed  on  the  fiuger  into  the  blad- 
der, which  serves  to  dilate  the  parts  still  further.  The  stone 
being  grasped,  is  drawn  downward  in  the  axis  of  the  pelvis 
by  gentle  but  firm  traction.  After  the  stone  has  been  removed 
the  bladder  should  be  thoroughly  washed  out  with  a  warm 
antiseptic  solution  until  all  debris,  clots  of  blood,  etc.,  have 
been  washed  away.  Then  a  firm  elastic  tube,  a  quarter  of  an 
inch  in  diameter,  should  be  introduced  into  the  bladder,  and 
iodoform  gauze  packed  loosely  around  it  with  the  object  of 
draining  the  bladder  perfectly  for  thirty-six  to  forty-five  hours. 
No  other  treatment  than  perfect  cleanliness  is  necessary. 

In  conclusion,  my  experience  in  the  surgical  treatment  of 
stone  in  the  bladder  will  sustain  the  following  propositions  : 

1.  No  method  of  operation  is  adapted  to  all  cases. 

2.  Thorough  preparatory  treatment  is  essential  to  success. 

3.  Litholapaxy  is  the  operation  when  the  patient  is  an  adult 
with  a  capacious  and  tolerant  urethra,  with  a  bladder  free 
from  severe  chronic  cystitis,  and  with  a  small  or  medium-sized 
stone,  or  if  large,  of  soft  consistence. 

4.  The  suprapubic  is  the  best  operation  for  large  and  hard 
calculi. 

5.  The  medio-bilateral  should  be  chosen  in  all  other  condi- 
tions, because  it  is  the  easiest,  safest,  and  best. 

DISCUSSION. 

Dr.  Hunter  McGuire,  of  Richmond,  Va. — I  know  that  it 
will  not  seem  like  flattery  to  any  of  you  when  I  say  that  I  felt, 
in  listening  to  Dr.  Briggs'  paper,  that  I  was  sitting  at  the  feet  of 
a  master.  His  record  is  absolutely  without  a  rival,  and  if  all 
of  us  could  perform  the  perineal  section  for  stone  as  Dr.  Briggs 
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does  it,  it  would  be  the  ideal  operation.  We  do  not  want  any- 
thing better,  if  we  all  had  his  skill.  I  have  cut  through  the 
perineum  for  stone  one  hundred  and  fifty  times  or  more,  and 
have  done  sixty-nine  suprapubic  operations,  and  it  seems  as  if  I 
had  a  right  to  say  something  on  this  subject.  First,  let  me  refer 
to  one  thing  Dr.  Briggs  said  which  rather  surprised  me,  viz., 
that  he  came  from  a  country  where  stone  grew.  I  know  this 
was  the  old  idea  of  the  origin  of  stone — that  limestone  regions 
produced  it.  This  was  said  a  number  of  years  ago  of  Dudley, 
who  had  operated  so  often  for  stone  in  the  bladder,  and  it  was 
claimed  that  nearly  all  of  his  subjects  came  from  a  limestone 
country.  I  live  in  a  country  one  portion  of  which  is  limestone. 
In  North  Carolina  and  West  Virginia  we  have  several  limestone 
regions,  and  I  have  received  relatively  fewer  cases  from  lime- 
stone sections  than  from  any  other.  We  know  now  that  stone 
has  sometimes  as  a  nucleus  a  foreign  body ;  usually,  however,  it 
begins  with  bad  digestion.  That  is  the  origin  of  stone  in  the 
bladder  usually.  The  little  crystals  of  uric  acid  are  gathered 
and  held  together  in  the  bladder  by  mucus,  and  thus  form  the 
nucleus  of  stone.  I  could  not  allow  the  statement,  that  a  lime- 
stone country  produces  stone,  to  pass  without  some  protest. 

Prof.  Gross  once  asked  me,  when  he  saw  the  collection  I  had, 
"  How  do  you  get  so  many  cases  of  stone  ?"  I  answered,  "  I 
look  for  them."  I  mean,  when  I  get  a  case  of  cystitis  or  irrita- 
tion of  the  bladder,  I  do  not  ask  for  all  the  cardinal  symptoms  of 
stone  without  searching  for  it.  I  have  found  stone  by  accident 
in  looking  for  something  else.  When  a  man  comes  to  me  with 
any  symptoms  of  stone,  I  examine  him  for  stone,  no  matter  how 
trivial  the  symptoms.  Very  frequently  I  find  a  stone  when  I 
had  no  right  to  expect  its  presence  from  the  symptoms. 

I  would  like  to  make  another  suggestion.  Dr.  Briggs  said 
that  sometimes,  on  account  of  the  foul  condition  of  the  urine  and 
of  the  poor  condition  generally  of  the  individual,  but  especially 
when  the  urine  was  ammoniacal  and  full  of  pus  and  mucus,  that 
he  had  hesitated  to  operate ;  indeed,  that  in  some  cases  he  had 
declined.  I  call  attention,  in  this  connection,  to  a  suggestion 
made  not  very  long  ago  by  Prof.  N.  Senn  in  suprapubic  cyst- 
otomy in  just  such  cases  as  the  Doctor  has  described.  He  com- 
mences the  operation  for  suprapubic  cystotomy  with  the  rectal 
bag  introduced,  the  bladder  being  a  little  distended  with  water. 
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He  cuts  down  until  he  comes  to  the  bladder,  then  stops ;  packs 
the  wound  he  has  thus  made  with  iodoform  gauze,  waits  four  or 
five  days  until  a  granular  surface-wall  is  made,  and  after  he  has 
a  good  granulating  surface  there,  he  reintroduces  the  rectal  bag, 
redilates  the  bladder  with  water,  and  opens  it,  letting  the  puru- 
lent, dirty,  stinking  urine  go  over  the  granulating  surface  instead 
of  a  raw  surface.  I  think  the  suggestion  is  a  valuable  one,  and 
it  is  one  that  I  have  adopted  myself  several  times. 

With  regard  to  the  lateral  operation  for  stone :  Every  now  and 
then,  not  often,  however,  a  man  comes  to  me  with  his  child  and 
says,  "  Doctor,  the  child  has  been  relieved  of  stone ;  all  symp- 
toms have  disappeared,  but  he  leaks."  Upon  examination  I  find 
a  fistula  there,  and  the  patient  is  brought  back  to  have  it  closed. 
Now  the  fistula  following  the  perineal  operation  for  stone  is  not 
a  very  uncommon  one,  and  it  is  exceedingly  difficult  to  close  it. 

Another  thing  Dr.  Briggs  said,  that  in  a  number  of  cases  on 
which  he  had  operated  by  the  method  he  has  shown  you,  the 
wives  had  children  after  the  husbands  had  gone  home.  I  have 
had  such  cases,  too,  but  I  have  also  seen  after  the  perineal  oper- 
ation sexual  power  destroyed.  The  stone  was  removed,  the  man 
was  well,  but  both  sexual  desire  and  sexual  power  had  disap- 
peared. I  do  not  know  what  to  do  with  such  cases.  Fortunately 
such  cases  in  my  hands  have  been  very  rare.  I  had  done  no 
injury  about  the  prostate  gland  and  seminal  vesicles,  but  the 
man  came  back  to  me  in  a  condition  I  have  described. 

Dr.  Briggs. — What  operation  did  you  perform  ? 

Dr.  McGuire. — Simply  the  lateral  operation.  A  word  about 
the  rectum.  I  have  been  exceedingly  careful — and  you  saw  to- 
day how  careful  Dr.  Briggs  was  about  it — yet  I  have  seen  fecal 
matter  before  I  got  through  the  lateral  operation  bulging  out 
through  the  hole  I  had  made.  Fortunately  I  have  not  seen  a 
rectal  fistula  follow.  In  the  operations  I  have  done  through  the 
perineum  I  have  occasionally  had  hemorrhage  so  severe  that  it 
alarmed  me,  and  compelled  me  to  plug  the  opening  around  a 
canula  introduced  to  let  the  urine  come  out.  I  believe  the 
operation  of  suprapubic  cystotomy  is  the  simplest  one  we  can 
perform.  I  believe,  however,  with  Dr.  Briggs,  that  we  ought  to 
be  able  to  do  all  of  the  operations.  I  have  done  a  number  of 
crushing  operations  with  good  success,  but  I  believe  conscien- 
tiously that,  if  I  had  a  stone  in  my  bladder,  I  would  prefer  to 
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take  my  chances  for  life  by  the  suprapubic  operation  rather  than 
by  any  other  that  has  been  devised.  It  is  so  simple.  If,  as  I 
said,  all  of  us  had  the  wonderful  skill  of  the  Doctor — I  did  not 
mean  any  flattery  when  I  said  it,  but  it  was  simply  an  expression 
of  my  honest  conviction — his  method  would  be  the  ideal  opera- 
tion for  stone ;  but  we  have  not  got  it.  Those  of  3rou  who  saw 
him  do  the  operation  just  now  must  have  observed  that  he  began 
with  the  knife,  then  took  his  double-bladed  cystotome,  carried  it 
in,  opened  it,  cutting  out  blindly.  Anything  that  came  in  the 
way  of  the  blades  was  cut.  Then  follows  the  difBculty  of  ex- 
tracting the  stone.  He  confesses  that  the  suprapubic  operation 
is  better  if  the  stone  is  large.  If  there  is  some  renal  complication 
it  is  the  better  operation.  Why  ?  Is  it  because  the  high  opera- 
tion is  generally  followed  by  less  shock  and  hemorrhage  ?  In 
operating  in  close  proximity  to  the  rectum,  he  cautioned  you  to 
look  out  for  it.  We  know  the  structures  of  the  deep  perineum 
are  vascular,  richly  supplied  with  bloodvessels  and  nerves ;  we 
know  the  sensitive  character  of  the  sexual  apparatus,  the  prostate 
gland,  and  seminal  vesicles,  and  how  liable  they  are  to  be  cut  or 
wounded  by  the  force  necessary  for  the  extraction  of  the  stone. 
By  the  high  operation  we  go  through  skin  and  superficial  fascia 
with  one  little  cut  of  the  knife  ;  next  we  go  through  or  between 
recti  muscles ;  after  this  we  go  through  the  transversalis  fascia, 
the  third  structure.  Then  you  see  the  prevesical  fat  and  cellular 
tissue,  with  maybe  some  enlarged  veins ;  we  cut  through  the 
cellular  structure,  pushing  the  veins  out  of  the  way.  Then  with 
your  knife  you  go  into  the  bladder  ;  you  do  not  wound  an  artery, 
vein,  or  nerve  that  is  dignified  by  a  name.  Those  of  you  who 
saw  the  little  section  I  did  at  the  Charity  Hospital  this  morning 
know  that  I  did  not  shed  more  than  two  teaspoonfuls  of  blood 
in  doing  it. 

I  have  been  delighted  with  the  figures  and  results  that  Dr. 
Briggs  has  given  us.  It  is  a  revelation  in  statistics.  I  have 
done  sixty-nine  cases  of  the  suprapubic  operation,  Avith  two 
deaths.  That  is  my  record  so  far.  In  the  two  fatal  cases  there 
was  pre-existing  pyelonephritis,  which  I  did  not  recognize  before 
the  operation. 

Dr.  Bedford  Brown,  of  Alexandria,  Va. — After  you  cut 
into  the  bladder,  how  do  you  extract  the  stone? 

Dr.  McGuire. — With  a  pair  of  forceps  or  with  two  fingers. 


234     OPERATIVE  TREATMENT  OF  STONE  IN  BLADDER. 

I  seize  it  with  the  index  finger  of  each  hand  and  then  draw  it 
out.  In  this  way  I  am  less  liable  to  hurt  the  bladder,  and  less 
apt  to  pinch  a  piece  of  mucous  membrane,  and  I  do  less  injury 
than  by  any  other  process.  I  use  but  one  little  knife,  that  is 
all,  and  my  fingers.  It  is  as  simple  as  opening  an  abscess.  You 
might  say,  "  Doctor,  if  you  want  simply  to  drain  the  bladder, 
why  not  take  a  big  trocar  and  canula  and  run  it  into  the  bladder, 
then  withdraw  the  trocar  and  carry  a  catheter  into  the  bladder 
through  the  canula  ?"  I  have  seen  this  done  ;  but  it  is  bad  sur- 
gery. I  remember  a  patient  sent  to  me  who  had  had  retention 
of  urine.  His  bladder  had  been  tapped  with  an  aspirator  four 
or  five  times.  At  last  they  carried  a  big  trocar  above  the  pubes 
into  the  bladder,  and  through  the  canula  passed  a  catheter  and 
left  it  in  the  bladder.  I  believe  that  it  would  be  better  for  our 
profession  if  the  trocar  was  abolished.  The  idea  of  taking  a 
trocar  and  plunging  it  blindly  into  the  bladder  requires  a  courage 
that  I  have  not  got.  In  this  case  urinary  infiltration  and  symp- 
toms of  sepsis  soon  appeared,  and  I  removed  the  catheter  and 
opened  the  bladder  with  a  knife.  Now  a  word  about  drainage. 
Dr.  Briggs  is  very  anxious  about  this  matter  of  drainage.  In  a 
child  the  bladder  is  an  abdominal  organ,  so  to  speak ;  it  is  up 
in  the  belly.  As  we  get  older  the  bladder  sinks  lower  and  lower 
into  the  pelvis,  as  all  of  you  have  doubtless  noticed.  When  you 
make  an  examination  per  rectum  in  some  old  fellow  who  has  got 
a  relaxed  sphincter,  you  can  feel  the  bladder  lying  against  the 
anterior  wall  of,  or  bulging  down  into,  the  rectum ;  you  can 
palpate  it,  lift  it  up.  The  bladder  gets  lower  and  lower  by 
senile  changes,  and  the  first  effect  of  the  sinking  down  of  the 
bladder  is  the  formation  of  residual  urine.  Then  the  man  has 
to  try  a  little  harder  to  empty  his  bladder,  and  not  only  the 
detrusor,  but  the  adjacent  muscles,  are  brought  into  play  to 
empty  it.  Hypertrophy  of  the  prostate  is  a  secondary  thing. 
Take  any  man  about  adult  age,  open  his  bladder  through  the 
perineum,  put  in  a  drainage-tube,  and  that  drainage-tube,  unless 
it  is  properly  prepared  and  skilfully  fixed,  lies  above  the  pool  of 
urine ;  that  is  to  say,  the  bas-fond  of  the  bladder,  or  portion  next 
to  the  rectum,  is  below  the  outlet  through  the  urethra,  and  unless 
some  special  apparatus  is  devised,  you  cannot  drain  that  bladder 
through  the  perineum.  This  is  especially  the  case  when  there  is 
atony  of  the  bladder — much  more  so  than  with  the  suprapubic 
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method,  in  which  you  can  put  a  tube  for  the  sake  of  cleanliness, 
and  not  one  drop  of  water  stays  in  the  bladder ;  it  will  come 
pouring  out  through  the  hole.  If  there  is  atony  of  the  bladder, 
the  urine  can  be  siphoned  out  through  the  suprapubic  route. 

Dr.  Geo.  Ben.  Johnson,  of  Richmond,  Va. — Perhaps  I 
should  remain  silent  after  the  distinguished  gentlemen  who  have 
spoken  on  this  subject,  but  the  question  is  one  of  such  vast  im- 
portance that  I  feel  even  those  whose  experience  has  been  so 
limited  as  mine  are  privileged  to  speak  on  it.  Dr.  McGuire  has 
disproven  the  fact  that  stone  in  the  bladder  is  in  any  sense  a  geo- 
graphical disease.  Those  of  you,  like  myself  and  Dr.  McGuire, 
who  have  had  experience  in  the  limestone  region,  are  prepared 
to  assert  that  residence  in  a  limestone  country  has  no  effect  in 
producing  stone. 

In  reference  to  the  operations  for  the  purpose  of  extracting 
stones  in  the  bladder,  those  of  us  who  have  had  experience  in 
this  line  previous  to  the  time  when  the  suprapubic  operation  was 
popularized  were  prepared  to  say  that  the  methods  then  in  vogue 
were  difficult  and  not  without  a  great  deal  of  danger.  We  had 
not  and  do  not  possess  the  skill  that  Dr.  Briggs  has,  and  there- 
fore we  do  not  procure  the  results  which  he  has  procured,  and 
which  are,  to  say  the  least,  brilliant.  Now  that  the  operation  of 
suprapubic  lithotomy  has  been  popularized,  those  of  us  with  less 
skill  may  with  perfect  safety  and  confidence  proceed  in  the  treat- 
ment of  these  cases,  and  expect  to  secure  results  that  are  equal 
to  those  of  Dr.  Briggs.  My  experience  with  stone  is  limited  to 
thirty  cases.  In  twenty- eight  of  these  I  have  operated,  and  in 
two  of  them  I  have  not  operated.  One  of  them  is  now  under 
preparatory  treatment ;  the  other  died  from  an  intercurrent  dis- 
ease previous  to  the  time  appointed  for  the  operation.  I  should 
like  to  state  in  this  connection,  although  it  is  a  digression,  that  in 
four  of  the  thirty  cases  the  subject  of  stone  has  been  a  negro. 
Van  Buren  states  that  stone  does  not  occur  in  the  negro.  I  have 
no'doubt  his  statement  was  based  upon  statistics  furnished  to  him 
by  men  who  practised  in  the  regions  where  negroes  were  not  com- 
mon. Those  of  us  who  practise  in  the  South  where  the  negro  is 
so  common,  are  prepared  to  controvert  that  statement.  In  my 
experience  of  thirty  cases,  I  have  four  times  seen  stone  in  the 
negro. 

The  operation  for  stone  by  the  perineal  route  seems  to  be  a 
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dangerous  one,  except  in  the  hands  of  those  who  possess  the  most 
consummate  skill.  From  the  time  the  first  incision  is  made,  from 
the  time  the  point  of  the  scalpel  or  bistoury  leaves  the  surface 
of  the  skin,  we  are  cutting  through  a  region  entirely  out  of  sight, 
and  it  is  not  possible  for  any  man  to  guide  his  knife  with  such 
precise  accuracy  as  at  times  not  to  encroach  upon  dangerous  terri- 
tory. The  operation  of  suprapubic  cystotomy,  on  the  other  hand, 
is  one  of  extreme  simplicity ;  every  layer  of  tissue  is  accurately 
within  view,  and  is  easily  controlled.  We  pass  through  a  route 
which  is  not  supplied  with  any  vessels  or  nerves  of  magnitude ; 
we  reach  the  bladder  by  a  comparatively  small  and  shallow  in- 
cision, especially  in  subjects  who  are  not  fat,  and  we  open  the 
bladder  with  the  utmost  deliberation.  We  have  no  hemorrhage; 
we  procure  as  perfect  drainage,  when  the  tube  is  properly  ad- 
justed for  that  purpose,  as  can  be  procured  by  the  perineal 
method.  Furthermore,  we  have  the  opportunity  of  inspecting 
the  entire  bladder.  We  may  do  this  either  by  sight,  aided  by 
Bangs's  bladder  speculum,  or  by  touch,  introducing  the  finger. 
The  operation  of  suprapubic  cystotomy,  however,  is  not  without 
some  dangers,  and  these  dangers  are  principally  due  to  the  me- 
chanical appliances  necessary  for  its  performance.  For  instance, 
dilatation  of  the  rectum,  necessary  to  lift  the  bladder  well  out 
of  the  pelvis,  sometimes  produces  rupture  of  the  wall  of  the  rec- 
tum. This  can  be  avoided  by  carefully  using  the  bag,  with  which 
we  distend  the  rectum  and  elevate  the  bladder,  and  measuring 
the  water  or  air  which  we  insert  into  the  bag,  and  previously  ex- 
amining the  rectum  to  see  that  its  walls  are  solid.  This  is  one 
of  the  dangers.  Another  is  in  dilating  the  bladder  by  the  forci- 
ble introduction  of  fluids  after  it  has  undergone  atony.  If  the 
walls  of  the  bladder  are  soft  and  friable,  as  is  apt  to  be  the  case 
in  old  subjects  of  stone,  a  very  serious  danger  is  present  when  we 
attempt  to  dilate  the  bladder  to  lift  it  out  of  the  pelvis.  These 
dangers  can  be  partly  avoided,  for  we  may  examine  the  bladder 
with  the  searcher,  and  by  a  finger  in  the  rectum,  and  thus  form 
a  fairly  accurate  estimate  of  its  condition. 

In  regard  to  the  performance  of  the  operation  of  suprapubic 
cystotomy  in  two  stages,  as  recommended  by  Dr.  Senn,  it  un- 
questionably avoids  a  great  danger  where  infection  is  likely  to 
occur  from  disordered  urine,  but  it  does  not  remove  one  of  the 
dangers  which  also  occurs  from  disordered  and  poisonous  urine, 
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namely,  surgical  kidney.  We  may,  by  establishing  a  granulating 
surface,  inhibit  the  poison  which  would  come  in  contact  with  the 
cut  surfaces,  and  in  that  way  avoid  the  danger  of  absorption ; 
but  we  know  that  wounds  of  any  character  made  upon  the  sub- 
jects of  advanced  disease  of  the  bladder  and  kidneys  are  danger- 
ous performances,  and  we  cannot  diminish  the  risk  of  surgical 
kidney  by  the  performance  of  this  operation  in  two  stages,  it 
seems  to  me.  We  can  only  diminish  one  danger,  and  that  is  the 
danger  of  absorption  from  poisonous  urine. 

In  reference  to  the  preparation  of  the  patient  for  stone — and 
Dr.  Briggs  dwelt  properly  on  that  point  at  considerable  length — 
there  is  one  suggestion  that  I  desire  to  make,  and  that  is  in  those 
cases  of  foul  urine,  where  we  are  liable  to  have  a  urethral  fever, 
so  to  speak,  following  the  introduction  of  even  so  trifling  an 
instrument  as  the  catheter  into  the  bladder,  the  administration 
of  diuretin  seems  to  produce  a  very  decided  and  favorable  effect 
upon  the  urine,  and  prevents  the  disasters  which  may  occur  from 
urethral  fever  and  a  subsequent  surgical  kidney.  This  is  true 
not  only  of  manipulations  in  the  bladder,  but  likewise  of  those 
upon  the  urethra. 

Dr.  Rudolph  Matas,  of  New  Orleans,  La.  (by  invitation). — I 
certainly  appreciate  the  kindness  of  the  members  in  being  ex- 
tended the  courtesies  of  the  floor,  but  I  hardly  think  I  can  en- 
lighten you  on  the  subject.  I  simply  express  a  desire  to  hear 
more  in  reference  to  the  after-treatment  of  suprapubic  cystotomy, 
which  is  an  essential  part  of  the  operative  technique.  We  are 
all  more  or  less  familiar  with  the  advantages  of  the  operation 
from  a  purely  operative  sense,  but  the  after-treatment  is  a  serious 
problem,  especially  in  old  subjects. 

Dr.  John  D.  S.  Davis,  of  Birmingham,  Ala. — The  gentlemen 
who  preceded  me  have  left  very  little  for  me  to  say.  The  paper 
deals  with  experiences  in  operations  for  stone  in  the  bladder,  and 
therefore  to  discuss  the  methods  of  drainage  would  be  a  digression ; 
yet  I  feel  it  is  necessary  to  say  something  on  this  phase  of  the 
subject,  inasmuch  as  Dr.  Matas  has  mentioned  it,  and  it  touches 
one  class  of  cases  referred  to  by  the  essayist,  namely,  those  extreme 
cases  where  we  must  necessarily  drain  to  get  the  patient  in  a  con- 
dition for  operation.  Now,  in  doing  that,  I  desire  to  advocate  a 
method  that  has  been  condemned  by  Dr.  McGuire,  and  I  would 
not  call  attention  to  it  at  thi3  time  were  it  not  for  the  fact  that 
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he  has  condemned  it.  I  have  used  it  repeatedly  with  satisfaction. 
I  have  shown  the  advantages  of  it  by  numerous  illustrations 
before  the  members  of  this  Association  on  previous  occasions.  It 
is  the  method  of  puncture  with  trocar  and  canula  which  I  prac- 
tise in  extreme  cases  and  to  which  the  author  of  the  paper 
has  referred,  in  which  we  have  offensive  urine  with  the  bladder- 
wall  broken  down  in  cancerous  and  tuberculous  conditions,  some- 
times where  there  is,  and  sometimes  where  there  is  not,  stone. 
The  operation  can  be  done  without  an  anaesthetic,  as  I  have  re- 
peatedly said — and  it  cannot  be  said  too  often.  You  simply  plunge 
the  trocar  into  the  bladder,  withdraw  the  stylet,  replace  it  with  a 
rubber  catheter,  after  the  introduction  of  which  the  canula  may 
or  may  not  be  withdrawn,  leaving  the  catheter  in  three  or  four 
days.  You  can  then  make  a  cystoscopic  examination,  and  also 
explore  the  bladder  thoroughly  with  the  sound  through  this  open- 
ing, and  it  gives  you  a  means  for  thoroughly  washing  out  the  blad- 
der.    It  is  one  of  the  first  methods  I  adopt  in  draining  the  bladder. 

The  second  method  I  will  not  dwell  upon  at  this  time. 

The  third  method  has  been  described  by  Dr.  McGuire,  except 
I  never  use  a  colpeurynter  in  the  rectum.  I  regard  it  as  unneces- 
sary ;  it  always  increases  the  hemorrhage.  If  it  becomes  neces: 
sary  to  have  the  bladder  raised  in  the  pelvis,  have  an  assistant  to 
introduce  his  finger  into  the  rectum,  and  lift  the  bladder  for  the 
operator. 

As  to  the  priapism  in  these  cases.  Where  the  patient  has  a 
stone  in  the  bladder,  and  suffers  from  priapism  or  constant  erec- 
tions, when  the  stone  is  removed  he  will  often  not  have  the  ability 
or  desire  for  sexual  intercourse,  which  is  usually  due  to  injury  of 
the  prostate  gland.  I  do  not  believe  I  have  ever  operated  on  a 
case  of  enlarged  prostate  without  finding  a  very  small  stone  or 
stones.  They  are  so  small  that  you  will  sometimes  overlook  them. 
Sometimes  physicians  are  prone  to  report  cases  of  stone  when 
there  are  none.  We  do  not  operate  for  stone,  but  simply  drain 
to  relieve  the  prostate  gland. 

With  reference  to  the  perineal  operation,  it  is  not  an  ideal  one. 
I  do  not  believe  the  suprapubic  operation  is  an  ideal  method  for 
stone,  surgically  considered,  but  it  is  the  best  method  of  entering 
the  bladder  for  a  great  many  reasons  I  have  given  on  previous 
occasions  before  this  Association.  The  perineal  operation  is 
dangerous  in  the  hands  of  men  not  used  to  going  into  the  bladder. 
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One  reason  is  the  liability  to  hemorrhage,  which  is  often  very- 
troublesome.  In  the  second  place,  there  is  sometimes  a  possi- 
bility of  entering  the  rectum.  In  one  case  operated  on  by  a 
physician  friend,  in  which  the  rectum  was  not  cut,  a  fistula  after- 
ward formed,  and  I  have  tried  to  close  it,  and  have  had  two 
failures.  I  will  do  a  third  operation  soon,  and  hope  to  succeed. 
There  is  comparatively  little  danger  attending  the  suprapubic 
method  in  children,  for,  as  Dr.  McGuire  has  said,  the  bladder  in 
children  is  high  up,  and  you  can  do  any  sort  of  operation  with- 
out injuring  the  peritoneum. 

Dr.  McGuire. — Do  you  leave  the  prevesical  fat  ? 

Dr.  Davis. — I  cut  through  it.  In  one  case  where  I  lifted  it 
up  it  fell  down  and  prevented  a  free  flow  through  the  opening. 
By  a  clean,  smooth  cut  through  the  prevesical  fat  not  only  this 
danger  is  averted,  but  the  possibility  of  infiltration. 

Dr.  James  McFadden  Gaston,  of  Atlanta,  Ga. — I  desire  to 
make  a  few  remarks  touching  the  matter  under  discussion.  My 
experience  in  suprapubic  cystotomy  has  been  limited,  but  included 
in  that  experience  are  probably  the  youngest  and  oldest  cases  that 
have  been  operated  on.  One  patient  was  under  four  years  of  age, 
and  the  other  was  seventy  years  of  age.  It  is  the  point  of  hemor- 
rhage in  connection  with  this  operation  that  I  wish  to  allude  to. 
The  gentlemen  who  have  alluded  to  suprapubic  cystotomy  seem 
to  take  it  for  granted  that  there  is  no  cause  for  apprehension  so 
far  as  hemorrhage  is  concerned.  We  have  had  reported  to  the 
American  Medical  Association  cases  of  hemorrhage  from  cutting 
too  low  down,  and  it  is  liable  to  occur  in  the  hands  of  experienced 
men.  We  had  an  experience  in  Atlanta,  in  which  suprapubic 
cystotomy  was  done  on  a  patient  by  a  gentleman  well  qualified 
to  do  work  of  this  kind,  and  in  some  way  or  other  hemorrhage 
occurred  in  connection  with  the  operation,  or  subsequent  to  it, 
which  led  to  a  fatal  result.  I  think  this  liability  to  hemorrhage, 
probably  from  the  margins  of  the  bladder,  would  be  more  effectu- 
ally obviated — at  least,  in  a  condition  to  be  controlled — if  the 
bladder  was  attached  to  the  skin.  Hemorrhage  is  a  source  of 
trouble  which  is  likely  to  interfere  with  those  who  operate  in  this 
way. 

Dr.  George  A.  Baxter. — Concerning  the  origin  of  stone, 
and  whether  they  are  favored  in  development  by  certain  locali- 
ties and  by  the  drinking  of  lime-water — while  I  do  not  hold  to 
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the  lime-water  theory,  I  am  not  prepared  to  entirely  abandon 
the  position  that  has  been  heretofore  generally  received  by 
physicians.  It  certainly  is  a  well-established  fact  that  certain 
localities  present  these  stones  much  more  frequently  than  others. 
The  State  of  Kentucky,  to  which  Dr.  Briggs  refers,  unquestion- 
ably has  more  than  the  average  number  of  stones ;  and  I  think 
Dr.  Briggs  will  tell  you  that  the  great  majority  of  stone  cases 
he  has  had  came  from  Kentucky  and  the  neighboring  portion  of 
Tennessee,  running  through  the  limestone  belt  of  the  Blue  Grass 
region.  In  my  own  section  this  line  is  distinctly  marked  by  the 
Tennessee  River.  From  middle  Tennessee  I  have  had  cases  of 
stone  in  the  bladder,  but  from  my  own  immediate  section  but 
one  single  case.  There  have  been  but  three  or  four  cases  origi- 
nating in  Chattanooga,  that  I  am  cognizant  of,  in  the  twenty 
years  that  I  have  been  a  resident  there.  These  are  the  facts, 
and  they  can  be  reasoned  from  in  several  ways.  There  are, 
however,  other  things  in  Kentucky  more  than  limestone-water 
which  might  predispose  to  stone  in  the  bladder,  or  rather  cause 
conditions  which  would  favor  their  production.  The  best  whis- 
keys are  made  there.  Renal  calculi  are  favored  by  the  constant 
use  of  alcoholics,  and  such  calculi  are,  to  my  mind,  one  of  the 
most  frequent  causes  of  stone  in  the  bladder,  forming  the  nucleus 
around  which  deposits  take  place. 

Now  as  to  the  general  operations  for  stone :  The  history  of 
medicine,  even  before  the  age  of  distinctive  surgery,  shows  that 
when  all  cutting  was  relegated  to  barbers  and  men  unskilled 
otherwise  in  the  practice  of  medicine,  there  existed  operators  or 
cutters  for  stone  who  had  list  after  list  of  successful  operations 
for  stone.  Their  operations  were  universally  through  the  peri- 
neum ;  their  list  of  fatalities  were  greater  than  at  present,  it  is 
true,  but  in  the  main  they  seem  to  have  been  successful — sufficient 
for  us  to  affirm  that  they  exercised,  unquestionably,  considerable 
skill  in  the  mechanical  operations  for  stone,  which  all  the  perineal 
operations  are — blind  and  mechanical  only.  While  I  do  not 
mean  anything  personal  to  Dr.  Briggs  in  the  matter — as  I  bow 
before  him  as  to  a  master,  because  his  results  are  extraordinary 
— at  the  same  time  I  would  assert  that  most  of  the  skill  in  the 
matter  consists  in  the  selection  of  cases.  Dr.  Briggs  carefully 
studies  and  selects  his  cases,  and  a  certain  class  he  rejects.  Now 
the  real  test  of  an  operation  for  stone  in  the  bladder  consists  in 
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the  adaptability  for  operative  procedure  upon  the  very  class  of 
cases  that  Dr.  Briggs  rejects,  and  I  believe  that  the  suprapubic 
operation  will  stand  such  test.  It  is  the  simplest  of  all  the 
skilled  operations  for  stone,  and  permits  of  use  almost  universally 
by  the  profession,  even  where  there  is  great  exhaustion  and  a 
changed  condition  in  the  anatomical  relations  of  the  bladder, 
and  there  are  few  cases  that  cannot  be  successfully  operated  upon 
by  this  method. 

Dr.  James  E.  Thompson,  of  Galveston,  Texas. — I  desire  to 
make  a  few  remarks  on  the  subject  under  discussion,  but  not 
regarding  the  operations  for  stone,  as  it  would  be  presumptuous 
on  my  part,  considering  my  small  experience,  to  discuss  this 
phase  of  the  subject.  There  are  certain  points  which  Dr.  Briggs 
in  his  paper  did  not  speak  about  which  I  would  like  to  hear, 
and  that  is  in  reference  to  the  class  of  calculi  he  removed, 
whether  they  were  uric  acid,  whether  he  had  any  of  the  rarer 
forms,  and  the  proportion  the  uric-acid  calculi  bore  to  the  rarer 
forms.  I  think  myself  that  methods  of  life  have  more  to  do  with 
the  character  of  a  stone  than  has  locality.  The  composition  of 
a  stone  depends  on  metabolism,  which  is  influenced  so  much  by 
diet  and  digestion.  Let  us  take,  for  example,  the  rarer  forms 
of  calculus,  as  the  cystine  calculus,  which  has  a  peculiarly 
greenish  waxy  look  when  kept.  This  calculus  is  peculiar  in  the 
fact  that  it  contains  sulphur.  A  peculiar  case  comes  to  my 
mind  which  shows  the  heredity  tendency  to  the  formation  of 
calculi  of  this  nature.  Some  years  ago  a  cystine  calculus  was 
removed  from  the  male  bladder  of  an  adult  by  Dr.  Southam,  of 
Manchester,  England,  and  only  two  years  ago  a  cystine  calculus 
was  removed  from  the  kidney  of  this  patient's  son.  I  would  like 
to  hear  from  Dr.  Briggs  in  closing  the  discussion  in  reference  to 
this  point. 

Dr.  A.  B.  Miles,  of  New  Orleans,  La. — I  shall  not  attempt  to 
discuss  the  Doctor's  very  interesting  and  valuable  paper,  as  I 
have  some  hesitation  in  entering  this  battle  with  the  giants  of 
the  profession.  We  have  comparatively  little  experience  in  the 
treatment  of  stone  iu  the  bladder  in  New  Orleans,  and  I  rise 
simply  for  the  purpose  of  mentioning  this  fact.  I  have  just  asked 
Dr.  Souchon  how  long  since  he  has  operated  for  stone,  and  he 
says  not  in  a  year.  Dr.  Matas  has  operated  once  in  the  year.  I 
believe  it  would  be  safe  to  make  the  statement  that  we  do  not 
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see  in  the  year  more  than  half  a  dozen  cases  of  stone  in  the  bladder 
among  the  twenty  thousand  patients  that  come  to  the  Charity 
Hospital  during  that  period.  It  may  strike  you  as  a  remarkable 
statement ;  it  is,  and  yet  I  believe  it  is  true.  Dr.  McGuire  has 
just  asked  me  if  we  looked  for  them.  I  desire  to  answer  that 
question  in  the  presence  of  this  body  by  saying  that  we  have 
skirmished  around  all  about  town  trying  to  find  a  case  of  stone 
in  the  bladder  to  submit  for  operation  to  one  of  the  distinguished 
gentlemen  here,  and  we  have  found  in  the  hospital  service  but 
one  case,  and  that  man  has  declined  operation.  At  this  time  I 
know  of  but  one  other  case  of  stone  in  the  bladder  in  this  city, 
and  that  gentleman  has  carried  it  so  long  that  he  feels  attached 
to  it,  and  does  not  want  to  have  it  removed. 

Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala. — One  would  sup- 
pose that  cases  of  stone  in  the  bladder  are  very  frequent,  from 
reports  of  some  who  have  talked  on  this  subject.  These  gentle- 
men have  become  well-known  as  expert  operators  on  the  bladder, 
and  patients  are  sent  to  them  from  everywhere.  Therefore,  they 
see  a  good  many  of  these  cases,  just  as  abdominal  surgeons  have 
many  cases  of  operation  for  pus  tube,  ectopic  gestation,  and  other 
conditions,  which  men  in  general  practice  do  not  see,  and  who 
are  consequently  led  to  believe  that  they  are  not  so  frequent  as 
represented  by  some  operators. 

The  suprapubic  operation  is  a  very  simple  procedure,  and  the 
mortality  from  it  should  be  very  low.  There  can  be  no  reason  why 
there  should  be  a  less  mortality  from  the  perineum  operation  than 
from  the  operation  from  above.  Statistics  may  show  the  reverse, 
but  this  is  due  to  the  fact  that  men  who  have  operated  by  the  low 
operation  generally  select  their  worst  cases  for  the  suprapubic 
operation.  A  distinguished  surgeon  only  recently  told  me  that  he 
had  done  the  high  operation  because  the  case  was  a  bad  one,  and 
he  did  not  want  to  injure  the  statistics  of  his  favorite  operation.  I 
cannot  see  where  the  low  operation  has  any  advantage  over  the 
high  one  for  any  condition  met  with  in  the  bladder.  Those  who 
do  much  abdominal  surgery  will  naturally  select  the  high  opera- 
tion, because  they  are  accustomed  to  making  operations  in  that 
region,  while  the  general  surgeon,  who  has  done  most  of  his  work 
by  the  perineum  route,  will  no  doubt  hold  to  this  procedure  for 
a  long  time.  My  brother  and  myself  have  often  done  the  supra- 
pubic operation  for  stone  and  cystitis,  and  I  regard  the  operation 
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as  one  of  the  simplest  in  surgery.  I  have  frequently  seen  my 
brother  do  the  operation  in  a  few  minutes.  It  is  easy  to  under- 
stand how  surgeons  who  have  become  accustomed  to  doing 
the  low  operation,  and  have  had  a  long  run  of  successful  cases, 
still  adhere  to  the  procedure  with  which  they  have  become  most 
familiar,  and  I  cannot  blame  them  for  being  slow  in  adopting  an 
operation  with  which  they  have  had  less  experience,  while  the 
statistics  for  the  low  operation  are  so  favorable. 

Dr.  R.  M.  Cunningham,  of  Ensley,  Ala. — I  desire  to  make 
one  statement  regarding  the  frequency  of  stone.  During  the  past 
ten  years  I  have  had  under  my  personal  supervision  not  less  than 
8000  men,  and  during  that  entire  period  I  have  not  found  a 
stone  in  the  bladder,  notwithstanding  the  fact  I  wanted  to  see 
one.  It  can  be  accounted  for  from  the  fact  that  it  was  among  a 
class  of  people — convicts — that  do  not  live  very  high,  and  hence 
they  did  not  have  lithremia  and  dyspepsia  and  other  things  which 
constitute  the  groundwork  for  the  causation  of  stone. 

Dr.  F.  W.  Parham,  of  New  Orleans,  La. — While  I  agree 
with  the  statement  made  by  Dr.  Miles  with  reference  to  the 
rarity  of  stone  in  the  bladder  in  our  city,  I  will  say  that  my 
experience  during  the  past  year  has  been  a  little  more  frequent. 
I  have  had  this  year  three  cases  of  stone,  two  of  which  I  oper- 
ated on  by  the  suprapubic  route,  and  one  by  crushing.  In  the 
latter  case  I  did  not  succeed  in  effecting  the  removal  of  all  the 
stone  at  one  sitting  by  the  Bigelow  method  on  account  of  having 
attempted  to  do  it  under  cocaine  anaesthesia.  The  man  had  an 
attack  of  dysentery,  and  died,  but  his  death  was  entirely  un- 
connected with  the  operation.  I  desire  to  refer  to  one  of  these 
cases  in  which  I  did  the  suprapubic  operation — a  negro  child, 
four  years  of  age — a  good-sized  stone  was  removed  with  great 
facility. 

I  would  like  to  hear  Dr.  McGuire,  who  has  had  such  a  large 
experience  with  the  suprapubic  operation,  say  something  with 
regard  to  the  treatment  of  the  wound,  as  to  what  he  does  with 
the  bladder,  whether  he  sews  up  the  mucous  membrane  to  the 
skin,  or  lets  it  alone. 

Dr.  McGuire. — First,  let  me  say  to  Dr.  Miles  that  I  did  not 
mean  anything  critical  when  I  asked  him  if  he  looked  for  stone. 
I  am  the  last  man  in  the  world  to  criticise  a  gentleman  who  has 
been  so  kind  and  good  to  us. 
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About  the  treatment  of  the  wound,  I  do  nothing  more  than 
you  saw  me  do  this  morning  at  the  Charity  Hospital.  After  the 
wound  is  made,  I  introduce  a  large  gum  catheter ;  I  cover  the 
wound  with  a  little  gauze,  and  drainage  takes  place  through  the 
tube.  One  thing  I  am  particular  about :  I  believe  when  I  wrote 
an  article  for  publication  in  1877  on  the  subject  of  suprapubic 
cystotomy,  that  I  called  attention  for  the  first  time  to  the  fact 
that  moderately  acid  urine  is  aseptic ;  very  acid  urine  is  anti- 
septic. I  get  the  urine  acid,  if  I  can,  before  I  operate,  and  con- 
tinue to  keep  it  so  during  the  whole  process  of  the  cure.  If  you 
get  alkaline  urine  pouring  over  the  wound  it  will  not  heal,  but 
begin  to  slough,  and  it  is  hard  to  tell  how  far  the  sloughing  will 
spread  unless  you  make  the  urine  acid.  A  nice  thing  to  keep  it 
acid  is  lemonade;  it  is  far  better  than  anything  I  have  ever 
tried.  I  have  used  different  remedies  for  this  purpose,  but 
lemonade  stands  first.  Salol  is  also  useful.  The  object  of  the 
tube  is  for  cleanliness ;  there  is  no  necessity  for  it  except  to  keep 
the  patient  dry.  Very  often  I  find  the  man  has  fever ;  he  is  in 
a  state  of  great  irritation,  and  his  bladder  gets  every  now  and 
then  what  he  calls  "  cramps."  I  suppose  it  is  tenesmus.  In  such 
a  case  I  take  the  tube  out  and  do  not  replace  it. 

Dr.  A.  M.  Cartledge,  of  Louisville,  Ky. — "Will  you  kindly 
tell  us,  Dr.  McGuire,  the  per  cent,  of  troublesome  fistuke  you 
have  had  resulting  from  the  suprapubic  operation,  or  how  many 
obstinate  or  incurable  cases  you  have  had  ? 

Dr.  McGuire. — I  never  saw  one. 

Dr.  Brown. — I  feel  as  though  I  want  to  say  something  in 
regard  to  two  points  in  connection  with  Dr.  JBriggs'  excellent 
paper.  Dr.  Briggs  and  myself  were  pupils  of  the  illustrious 
Dudley  more  than  forty  years  ago.  We  were  boys  then,  and 
we  are  boys  now  (laughter),  and  there  are  two  points  in  the 
paper  in  which  he  refers  to  Dr.  Dudley  that  I  wish  to  say  some- 
thing about.  One  is  the  preparation  of  the  patient  previous  to 
operation ;  the  other  is  dilatation  or  divulsion  of  the  prostate 
gland.  I  lived,  so  to  speak,  in  Dudley's  office  for  nearly  three 
years.  He  laid  greater  stress  upon  the  preparation  of  his  patients 
than  he  did  upon  the  skill  of  his  operation  as  a  means  of  saving 
life.  What  was  his  method  of  preparation?  I  ought  to  state 
here  that  in  a  paper  entitled  "  Personal  Recollections  of  the  late 
Dr.  Benjamin  "W.  Dudley,  of  Lexington,  Kentucky,  and  of  his 
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Surgical  Methods  and  Work,"  read  at  the  Louisville  meeting  of 
this  Association  last  year,  I  stated  in  detail  all  these  things,  and 
I  refer  the  members  of  the  Association  to  that  contribution.  (See 
Transactions  for  1892,  vol.  v.  p.  11.) 

Lemonade  is  the  best  corrective  of  morbid  conditions  of  the 
urine.  It  was  the  principal  diuretic  that  Dudley  used  for  this 
purpose.  I  have  seen  it  used  by  the  gallon  (hoO,  and  the  urine 
would  flow  like  spring- water.  He  never  used  salines  in  the 
preparation  of  his  patients.  He  used,  however,  calomel  and 
ipecac  for  correcting  the  secretions  of  the  liver  and  intestines. 

In  regard  to  dilatation  of  the  prostate  gland,  Dudley  said 
whenever  we  cut  through  the  mucous  membrane  of  the  prostatic 
portion  of  the  urethra  and  pass  through  the  fibres  of  the  capsule, 
that  the  prostate  gland  being  a  fibrous  body,  and  its  fibres  radi- 
ating from  the  urethra  toward  the  circumference — when  we  pass 
the  forceps  in  and  take  hold  of  the  stone,  withdraw  it,  it  acted 
as  a  wedge  and  split  the  gland  without  any  difficulty.  The  fibres 
of  the  prostate  gland  he  had  never  cut  a  second  time.  He  oper- 
ated by  means  of  the  old-time  gorget.  After  he  passed  the 
gorget  in,  that  was  the  end  of  all  cutting.  In  withdrawing  the 
stone  in  the  grasp  of  the  forceps,  he  dilated  and  made  his  open- 
ing sufficiently  large  to  extract  it  without  difficulty.  There  was 
little  or  no  hemorrhage,  and  there  was  very  little  or  no  trouble 
of  any  kind.  I  feel  it  is  due  Dr.  Briggs  and  Dr.  Dudley  to  make 
these  simple  statements  in  regard  to  these  two  points. 

Dr.  Willis  F.  Westmoreland,  of  Atlanta,  Ga. — There  is 
one  point  in  regard  to  stone  that  Dr.  Brown  has  touched  upon 
which  changes  our  statistics  very  much,  and  particularly  is  it 
true  in  malarial  countries,  that  is,  in  putting  the  patient  on  some 
kind  of  treatment  before  the  operation.  You  take  a  malarial 
patient  and  operate  on  him  without  preparatory  treatment,  and 
you  bring  about  a  bad  condition.  There  is  no  question  about 
the  fact  that  we  should  not  judge  these  operations  by  statistics. 
I  do  not  suppose  there  is  any  class  of  patients  that  goes  into  the 
hands  of  surgeons  where  statistics  are  so  unreliable  as  in  stone 
of  the  bladder.  The  best  statistics  we  have  had  for  stone  in  the 
bladder  were  made  by  an  English  surgeon,  who  had  very  little 
surgical  ability,  but  simply  manual  dexterity  in  this  operation. 
Sir  Henry  Thompson,  who  has  written  more  on  the  subject  per- 
haps than  anyone  else,  has  the  worst  statistics  of  any  English 
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operator.  His  percentage  of  mortality  is  worse  than  that  of 
other  operators.  Before  the  days  of  anaesthesia  statistics  of 
operations  for  stone  were  better  than  they  are  to  day.  Why? 
Because  a  man  would  not  subject  himself  to  this  operation  where 
there  was  fatality  involved  in  it.  Surgeons  would  not  operate 
unless  they  expected  good  results.  The  same  is  true  of  the 
suprapubic  and  perineal  operations.  The  surgeon,  who  is  accus- 
tomed to  doing  the  perineal  operation,  is  apt  to  carefully  examine 
and  select  his  cases.  He  will  say  to  himself,  Here  is  a  case  of 
contracted  bladder  with  a  different  pathological  condition;  I 
will  make  a  suprapubic  operation  instead  of  a  perineal  one  in 
this  case.  Take  the  cases  which  present  the  worst  phases  of 
operation  for  stone,  and  they  are  the  ones  we  generally  select 
and  where  we  do  both  operations.  The  fatality  in  such  cases 
ought  not  to  be  judged  as  it  would  be  from  the  perineal  opera- 
tion. 

There  is  one  point  of  interest  in  connection  with  the  perineal 
operation,  and  that  is  the  question  of  drainage.  I  think  the 
success  of  the  older  practitioners  in  this  line  of  work  was  due 
to  the  fact  that  they  made  an  opening  into  the  bladder  with  a 
bilateral  cystotome  sufficiently  large  to  have  good  drainage  in 
every  case,  and  the  urine  came  away  freely,  and  I  do  not  think 
their  statistics  can  be  equalled  by  the  surgeons  of  to-day.  I 
think  we  can  safely  say  that  we,  the  younger  men  of  the  pro- 
fession, in  all  of  our  operations  will  have  a  greater  mortality 
than  the  older  men.  The  reason  I  speak  of  this  is  because  my 
father  made  a  good  many  stone  operations.  He  operated,  I 
think,  some  ninety-odd  times,  with  four  deaths,  and  those  cases 
he  lost  were  in  a  condition  that  you  would  expect  an  early  death 
with  or  without  an  operation.  In  every  case,  as  far  as  my 
knowledge  goes,  he  resorted  to  perineal  section  with  but  one 
exception,  and  that  was  simply  a  girl  about  fourteen  years  of 
age,  probably  younger,  who  had  had  stone,  and  upon  whom  he 
performed  the  suprapubic  operation,  the  patient  making  a  per- 
fect recovery.  The  perineal  section  unquestionably  gives  the 
best  results,  and  in  investigating  this  subject  it  will  be  found  to 
be  true.  Men  who  are  accustomed  to  doing  the  perineal  opera- 
tion, when  they  perform  the  suprapubic,  they  do  it  in  the  worst 
cases  that  come  into  their  hands,  and  the  mortality  is  due  to  the 
class  of  patients  that  the  operation  is  made  on. 
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Dr.  Briggs. — Mr.  President,  I  thank  Dr.  McGuire.  for  the 
very  graceful  compliment  paid  me  in  his  remarks,  but  his  com- 
pliments should  be  extended  to  a  number  of  gentlemen  who  have 
adopted  and  practised  the  medio-bilateral  method  of  operation, 
and  who  have  been  even  more  successful  than  I  have.  I  have 
the  reports  of  more  than  one  hundred  medio-bilateral  operations 
by  different  surgeons,  without  a  single  death  or  bad  result.  A 
very  distinguished  surgeon  laughingly  said  to  me  not  long  since, 
that  the  only  objection  he  could  find  to  the  medio-bilateral  section 
was  that  it  was  so  simple  that  anyone  could  do  it.  The  Doctor 
is  mistaken  in  saying  that  I  claimed  that  the  frequency  of  stone 
in  the  region  in  which  I  practise  was  due  to  the  strong  limestone 
water  drunk.  Many  cases  which  have  come  under  my  observation 
lived  in  districts  where  freestone  water  prevailed.  It  is  well 
known,  however,  that  certain  parts  of  our  country  are  more  sub- 
ject to  the  formation  of  stone  in  the  bladder  ;  that  the  affection 
is  more  frequent  in  Ohio,  Kentucky,  Tennessee,  Alabama,  Vir- 
ginia, and  Missouri,  than  in  other  States,  but  why  it  is  so  has 
never  been  determined. 

I  agree  with  Dr.  McGuire  that  the  number  of  operations  for 
stone  may  be  increased  by  keeping  a  sharp  lookout  for  cases  of 
the  kind.  I  never  let  an  opportunity  pass,  when  I  have  the  least 
suspicion  of  stone,  without  making  a  thorough  'physical  exami- 
nation, and  I  have  profited  by  it. 

I  have  always  been  a  strong  advocate  for  thorough  preparation 
of  patients  before  operations,  and  have  declined  to  operate  on 
some  cases  on  account  of  bad  physical  conditions.  When  in  the 
condition  I  mentioned  in  my  paper,  I  am  sure  no  operation, 
whether  finished  at  one  time  or  at  two  times,  will  save  such  pa- 
tients. To  operate  under  such  unfavorable  circumstances  will 
bring  disfavor  on  the  surgeon  and  lower  the  profession  in  the 
estimation  of  the  public. 

I  am  not  astonished  that  Dr.  McGuire  has  abandoned  the 
perineal  route,  when  he  acknowledges  so  many  disastrous  results, 
fistulous  openings,  hemorrhages,  wounds  of  the  rectum,  etc.  Had 
he  performed  the  medio-bilateral  instead  of  the  lateral,  he  would 
not  have  been  driven  to  the  suprapubic  injustice  to  his  patients.  - 
I  have  never  had  fistula  to  follow  the  operation  except  in  one 
case — an  old  man  eighty  years  of  age,  operated  on  a  few  months 
since.     It  had  nearly  closed  at  the  last  report,  and  will  soon  be 
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well.  I  have  never  had  a  hemorrhage,  primary  or  secondary, 
and  have  never  wounded  the  rectum,  although  the  incision  passes 
very  close  to  it. 

Dr.  McGuire  objects  to  the  use  of  two  instruments  for  making 
the  perineal  section  (scalpel  and  cystotome).  The  whole  incision 
may  be  completed  with  a  scalpel,  but  the  deep  incision  can  be 
more  elegantly  and  accurately  made  with  a  cystotome.  There 
is  no  blind  cutting ;  the  deep  incision  is  made  to  the  extent  of 
three  lines  on  each  side  in  well-known  tissues,  the  division  of 
which  is  free  from  danger.  These  three  parts  can  be  dilated 
slowly  and  deliberately  to  an  extent  sufficient  to  extract  any  stone 
that  should  be  brought  through  the  pelvic  outlet. 

True,  I  did  meet  with  some  difficulty  in  withdrawing  the  large 
stone  through  the  opening  I  made  in  the  cadaver  in  your  presence ; 
but  everyone  knows  there  is  quite  a  difference  in  the  dilatability 
of  the  tissues  of  the  dead  and  the  living,  and  I  found  it  a  matter 
of  impossibility  in  the  subject  I  used  to  stretch  the  divided  tissues; 
hence  the  difficulty. 

The  incision  made  by  the  medio-bilateral  divides  tissue  of 
much  less  importance  than  that  made  in  the  suprapubic  opera- 
tion. Indeed,  if  the  medio-bilateral  is  properly  made,  it  is  like 
ripping  a  seam  without  cutting  the  cloth  ;  no  structures  of  vital 
importance  can  be  injured. 

The  ejaculatory  ducts  are  not  injured,  as  I  have  proved  by 
many  dissections  after  operations  on  the  cadaver ;  the  ducts  are 
only  injured  when  a  large  stone  is  forcibly  extracted  through  an 
inadequate  opening,  by  the  contusion  necessarily  consequent. 
This  should  never  happen,  for  if  the  parts  cannot  be  sufficiently 
dilated  for  the  easy  exit  of  the  stone,  it  should  be  fragmentized 
and  removed  piecemeal. 

I  agree  with  Dr.  McGuire  as  to  the  importance  of  drainage 
after  stone  operation,  and  am  satisfied  that  the  incision  made  by 
the  medio-bilateral  is  better  adapted  for  that  purpose  than  any 
other.  Until  the  last  few  years,  I  left  the  opening  for  drainage, 
without  any  aid,  and  drainage  was  effected  without  any  difficulty ; 
since  then  I  am  in  the  habit  of  leaving  a  drainage-tube  in  the 
incision  for  twenty-four  hours,  after  which  it  is  not  only  useless 
but  injurious. 

I  do  not  concur  with  Dr.  McGuire  when  he  states  that  the 
bladder  can  be  better  drained  from  an  opening  in  the  top  than  from 
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the  bottom  of  the  bladder.  Such  a  claim  is  not  supported  by 
reason,  or  sustained  by  practice. 

The  suprapubic  section  for  the  extraction  of  stone  from  the 
bladder  has  assuredly  a  field  of  usefulness,  and  when  its  practice 
is  confined  to  that  field  its  results  cannot  be  surpassed ;  but  it 
cannot  be  compared  to  the  medio-bilateral  operation  in  simplicity, 
celerity,  or  safety. 

In  answer  to  Dr.  Thompson,  in  regard  to  the  chemical  composi- 
tion of  calculi  in  my  collection,  I  will  say  that  my  specimens 
have  not  been  analyzed,  but  from  physical  appearances  they  com- 
prise uric  acid,  oxalate  of  lime,  phosphate  of  lime,  triple-phos- 
phates, and  the  alternating  calculus. 


HYPERTEOPHY  OF  THE  OMENTUM  IN 
HERNIA. 


By  G.  A.  Baxter,  M.D., 

Chattanooga,  Term. 


The  omentum,  as  one  of  the  contents  of  hernial  tumors,  is 
subject  to  some  of  the  same  changes  as  the  gut,  but  its  struc- 
ture and  uses  make  also  radical  differences  which  should  be 
noted. 

The  bowel,  on  account  of  its  changing  condition  as  to 
emptiness  or  fulness,  and  its  use  as  a  passage-way  for  de- 
scending excreta,  has  a  natural  disposition  to  return  spon- 
taneously to  the  cavity  of  the  abdomen,  and  is  much  less 
liable  to  form  attachments  within  the  hernial  sac  than  the 
omentum,  which,  when  extended  through  the  rings,  has  none 
of  these  causes  leading  toward  spontaneous  reduction,  and 
hence  is  much  more  of  a  fixed  quantity. 

The  bowel,  subject  as  it  is  to  changes  in  size,  is  much 
more  Liable  to  distend  or  stretch  the  rings  and,  as  subsequent 
loops  are  thrust  through  with  their  varying  quantity  of  gas 
and  solid  contents,  to  permanently  enlarge  the  openings 
through  which  it  was  extruded.  The  omentum,  composed 
of  fat  chiefly,  enclosed  in  a  fibrous  meshwork,  is  elastic  and 
compressible,  and  consequently  not  liable  by  distention  to 
enlarge  the  openings  through  which  it  passes.  Hence,  we 
find  that  the  openings  through  which  omental  hernia  occur, 
when  unaccompanied  by  other  contents,  are  small,  and  the 
changes  which  take  place  are  in  the  omentum  rather  than  in 
the  surrounding  tissues,  the  protruded  portion  being  folded 
upon  itself  into  longitudinal    folds,   frequently  adherent  to 
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each  other,  and  the  fatty  globules  elongated  from  pressure, 
according  to  the  size  of  the  rings.  This  condition  adds  very 
materially  to  the  persistence  of  the  omentum  iu  the  extruded 
position. 

The  amount  of  bowel  contained  within  hernial  tumors  will 
vary  greatly  at  different  times,  according  to  the  position  of 
the  patient  and  with  the  movements  of  the  bowel  in  the  dis- 
charge of  its  natural  functions,  but  in  omental  hernia  purely, 
the  amount  contained  within  the  sac  is  a  fixed  quantity  (once 
extruded  always  extruded),  as  the  elongated  cells  at  the  con- 
stricting rings  render  the  mass  at  these  points  smaller  than 
that  which  is  further  extruded,  hence  more  difficult  of  reduc- 
tion, if  not  actually  irreducible  in  character. 

Without  strangury  the  extruded  bowel  seems  to  perform 
ordinarily  well  its  functions,  even  when  attachments  have 
formed,  but  the  reduplication  of  the  omentum  over  the  lower 
border  of  the  stomach  and  over  the  transverse  colon,  when 
inflammatory  changes  in  the  sac  occur  producing  adhesions, 
may,  by  pulling  upon  or  binding  down  these  parts,  produce 
pain,  derangements  of  digestion,  interference  with  peristaltic 
action,  and  hinder  or  retard  the  passage  of  fecal  matter. 

The  bowel  will  surfer  but  slight  constriction  without  gross 
injury ;  the  omentum  being  elastic  and  compressible  will 
suffer  very  great  constriction  without  destruction,  and  may 
even  at  times,  when  both  bowel  and  omentum  are  couteuts  of 
the  same  tumor,  protect  the  bowel  by  its  elasticity  from 
destruction. 

The  bowel  must  be  protected  from  injury,  and  nearly  the 
whole  mass  may  be  included  in  the  hernial  sac.  Injury  to  the 
omentum  is  of  little  moment,  and  only  the  lower  border,  so  to 
speak,  can  possibly  be  extruded  on  account  of  its  attachment 
to  stomach  and  colon.  On  account  of  these  differences  the 
omentum  is  subject  to  different  handling,  which  will  be  here- 
after mentioned,  but  in  addition  thereto  to  changes  in  the 
extruded  portion,  which  more  particularly  concern  us  now. 
The  small  size  of  the  opening  through  which  it  has  passed 
interferes  sometimes  with  the  venous  reflex  by  constriction, 
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sufficient  at  times  to  cause  an  hypertrophy  or  hypertrophic 
increase  of  tissue,  and  both  the  fat  cells  and  fibrous  tissue  may 
partake  of  this  growth.  Usually  it  is  the  fat  growth  which 
predominates,  in  which  case  the  spider-like  meshwork  in 
which  these  cells  have  been  enclosed  is  partially  lost  and  the 
fat-cells  aggregate  together,  forming  masses  which  vary  in 
size  from  a  pin's  head  to  that  of  the  end  of  the  finger,  and  are 
matted  together  like  a  bunch  of  grapes,  giving  a  soft,  doughy 
feel ;  in  other  words,  a  lipomatous  growth.  Again,  the  dis- 
tinct spider-like  meshwork  is  lost,  and  there  is  a  true  growth 
of  both  fibrous  and  fatty  tissues  presenting  a  hard  feel,  as 
hai'd  as  a  fibrous  tumor — a  fibrolipomatous  growth.  In 
these  latter  cases  the  fibrous  and  fatty  tissues  are  more  or  less 
blended  together.  These  new  growths  may  appear  upon  any 
portion  of  the  extruded  omentum,  usually,  however,  at  its 
lower  border,  and  may  be  of  any  size  imaginable,  the  whole 
mass  being  so  thick  as  to  render  a  previous  diagnosis  of  con- 
current extruded  bowel  an  impossibility.  On  opening  the 
sac  the  mass  will  be  found,  fold  on  fold,  packed  closely,  and 
frequently  matted  together  by  inflammatory  adhesions.  On  a 
separation  of  these,  which  can  generally  be  done  with  cai'e, 
there  may  be,  and  usually  is,  found  only  a  small  portion  of 
the  omentum  proper,  the  balance  being  these  new  lipomatous 
growths  as  described,  the  line  of  demarcation  between  the  new 
growth  and  the  omentum  proper  being  well  marked.  The 
omentum  proper  is  gathered  into  longitudinal  folds  and 
rounded  where  it  passes  through  the  ring,  but  these  can  gener- 
ally be  spread  out  into  its  distinctive  folds  up  to  the  point 
where  it  passes  through  the  internal  ring.  The  whole  mass 
tli en  presents  an  apron-like  appearance,  with  a  heavy,  irreg- 
ular fringe  hanging  from  the  lower  border.  The  mass  not 
infrequently  has  attachments  within  the  hernial  wall  to  the 
sac,  to  a  portion  of  the  bowel,  if  such  be  extruded  along  with 
it,  or  to  the  testis,  and  the  vessels  in  the  omentum  proper  are 
all  very  much  enlarged.  Such  a  tumor  is,  of  course,  irre- 
ducible and  subject  to  indefinite  growth.  It  is  subject  to  com- 
plete strangury,  to  abscess,  and  to  cysts,  the  latter  simulating 
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hydrocele,  and  have  been  tapped  and  injected  with  iodine, 
producing  inflammatory  conditions  and  adhesions  in  conse- 
quence. 

What  are  the  indications  for  treatment  ?  Left  to  itself,  we 
have  a  constantly  increasing  growth,  a  dragging  weight  upon 
the  stomach  and  transverse  colon,  pain,  inconvenience,  etc. 
Reduction  can  only  be  accomplished  by  the  exercise  of  undue 
force  or  by  sacrificing  the  integrity  of  the  rings  and  abdo- 
minal wall,  and  with  the  possibility  of  constantly  increasing 
growth  after  reduction,  with  no  lessening  of  the  dragging 
weight  upon  the  stomach  and  colon  or  the  symptoms  produced 
by  it. 

With  excision — the  possibility  of  attachments  within  to  the 
abdominal  wall  or  to  the  bowels  through  its  broad  base,  the 
danger  of  sloughing  below  the  ligatures,  and  the  danger  of 
hemorrhage  from  one  or  more  of  its  many  supplying  arteries ; 
these  latter  dangers  reduced  to  a  minimum  since  the  advent 
of  aseptic  surgery. 

Practically  there  is  little  danger  from  either  of  these  causes 
under  proper  management.  To  obviate  the  discomfort,  to 
overcome  the  dragging  weight  and  pain,  to  prevent  the  pull- 
ing upon  the  stomach  and  colon,  to  prevent  interference  with 
the  passage  of  feces,  is  sufficient  warrant  for  excision  in  these 
cases,  and  the  rule  should  be  complete  excision  with  reduction 
of  the  stump  and  closure  of  the  rings.  If  reduction  cannot  be 
made,  excision  at  any  rate. 

In  the  accomplishment  of  this  procedure  there  are  impor- 
tant points  to  be  remembered  : 

The  possibility  of  a  loop  of  intestine  being  enclosed  within 
the  matted  folds  of  the  omentum  and  completely  hid  from 
casual  inspection.  The  folds  are  sometimes  so  thick  as  fre- 
quently to  render  a  previous  accurate  diagnosis  of  the  contents 
of  a  hernial  tumor  of  this  character  a  matter  of  impossibility, 
and  even  on  inspection  the  folds  may  so  surround  the  loop  of 
intestine  as  to  completely  hide  it  from  view,  hence  the  neces- 
sity for  a  complete  withdrawal  from  the  sac  and  a  complete 
unfolding  of  the  layers  as  they  lie  closely  packed  together,  so 
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as  by,  ocular  inspection,  to  satisfy  ourselves  as  to  the  non- 
existence of  such  a  complication. 

Not  infrequently  there  are  extensive  attachments  between 
the  folds  and  the  intestine.  In  such  cases  careful  separa- 
tion should  be  made,  tying  off  the  omentum  rather  than 
everting  any  degree  of  forced  traction  on  the  gut.  The  same 
may  be  done  with  attachments  to  the  sac  and  to  the  testis 
when  such  exist.  It  is  well  to  remember  also,  in  large 
tumors  of  this  kind,  that,  being  irreducible,  a  previous  diag- 
nosis of  attachments  to  the  sac,  testis,  or  gut,  cannot  be  made. 
In  all  attachments  tying  off  is  better  than  tearing,  as  the 
smallest  bleeding  may  be  the  source  of  much  annoyance  after 
reduction  of  the  stump.  In  tying  off  the  tumor  it  should  be 
done  as  near  as  possible  to  the  ring,  at  least  within  the  longi- 
tudinal constriction  spoken  of,  so  that  the  final  reduction  of  the 
stump  can  be  more  easily  accomplished.  The  old  methods  of 
tying  off  the  stump  with  a  single  ligature,  or  even  a  double 
ligature,  it  is  to  be  hoped  has  passed  completely  into  disuse. 
The  mass,  as  it  projects  through  the  rings  in  these  cases,  is 
too  large  and  too  elastic  for  one  ligature  to  safely  constrict  the 
numerous  small  vessels  which  pass  through  it,  and,  in  addition 
thereto,  the  tying  in  mass  of  such  a  stump  is  likely  to  produce 
traction  on  the  stomach  and  colon  or,  by  its  attachments  to  the 
abdominal  wall,  to  form  a  bridge  behind  which  strangury  of 
gut  could  take  place.  Hence,  it  is  desirable  to  ligate  with 
some  absorbent  material  in  small  masses,  each  mass  containing 
not  more  than  one  or  two  vessels,  until  the  whole  breadth  of 
the  unfolded  base  is  traversed  in  this  way.  Properly  prepared 
catgut  is  suitable  material,  but  better  still,  in  my  opinion,  is 
the  small  sized  kangaroo  tendon,  as  recommended  by  Dr.  H. 
O.  Marcy,  used  with  the  cobbler's  stitch,  but  with  constriction 
not  too  closely  made,  that  sloughing  may  not  occur  below. 
This  will  control  all  bleeding  of  the  mass  upon  excision,  but 
should  there  be  any  bleeding  point  left  it  can  be  controlled 
with  the  forceps  and  ligature  or  with  a  curved  needle  and 
ligature  above  the  line  of  stitching  already  made.  All  liga- 
tures should  be  cut  short.     If  the  omentum  has  been  excised 
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sufficiently  high  to  come  within  the  line  of  longitudinal  con- 
traction the  stump  will  now  be  reducible,  generally  without 
difficulty  or  with  very  gentle  pressure,  and  the  rings,  canal, 
and  sac  are  left  to  be  handled  in  the  usual  ways,  according  to 
the  special  preference  of  the  operator  or  special  indications  in 
each  case. 

If  strangury  exists  in  the  omentum  alone  or  in  the  omen- 
tum in  connection  with  the  extruded  gut,  we  have  not  the 
same  question  at  issue  as  we  have  in  the  gut,  the  rule  of  ex- 
cision holding  good  with  the  omentum  without  reference  to 
vitality  in  these  cases.  It  is  well  to  say  that  the  extension  of 
severe  inflammation,  by  means  of  the  omentum  through  the 
rings,  producing  general  inflammatory  conditions  in  the 
abdomen,  is  a  rare  occurrence  and  not  greatly  to  be  feared. 

The  specimen  presented  to-day  is  not  given  as  a  rarity, 
since  I  believe  that  the  condition  of  hypertrophy  presented  is 
not  an  infrequent  one,  especially  where  such  tumors  are  of 
long  standing  and  composed  of  omentum  alone,  but  as  a 
typical  one  of  its  class.  It  is  from  a  negro,  thirty-four  years 
old,  was  congenital,  and  existed  until  nearly  about  the  size  of 
a  goose  egg;  was  increased  somewhat,  about  thirteen  years 
ago,  by  hard  work  in  a  rolling-mill,  and  since  that  time  has 
had  a  constantly  increasing  growth  until  it  reached  more  than 
half  way  to  his  knees.  Its  length  is  eleven  inches,  its  greatest 
thickness  four  and  a  half  inches  after  being  unfolded,  and  its 
weight  slightly  above  five  pounds.  It  was  an  unendurable 
nuisance.  For  this  purpose  it  was  removed,  closure  being 
made  at  the  same  time  with  perfect  result. 

DISCUSSION. 

Dr.  B.  E.  Hadra,  of  Galveston,  Texas. — I  would  not  put 
myself  on  record  at  this  time  were  it  not  for  the  fact  that  I  have 
had  some  experience  with  such  cases  as  have  been  described  by 
Dr.  Baxter.  I  can  subscribe  to  everything  he  has  told  us.  I 
only  wish  to  call  attention  to  an  old  theory  that  has  perhaps 
escaped  Dr.  Baxter's  attention — the  Roser  theory  of  the  forma- 
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tion  of  hernia.  Roser,  a  prominent  German  surgeon,  always 
insisted  that  hernise  were  produced  by  lipomata  that  formed  on 
the  omentum  or  at  the  edge  of  the  intestines,  the  latter  becoming 
dragged  out  of  the  intra-peritoneal  space  by  the  tumors.  I  think 
the  suggestion  is  a  correct  one  in  many  instances.  This  year  I 
have  operated  on  some  cases  for  exactly  such  a  condition  as  Dr. 
Baxter  has  described.  The  diagnosis  is  sometimes  very  difficult. 
One  case  had  been  tapped  for  hydrocele  of  the  cord  two  or  three 
times  previously.  This  patient  came  to  the  John  Sealy  Hospital 
of  Galveston,  with  a  diagnosis  of  hydrocele  of  the  cord,  and  it 
was  really  a  difficult  matter  to  find  out  the  exact  nature  of  the 
trouble.  In  operating  we  found  a  cyst  formed  within  very  thin 
omental  walls.     It  was,  of  course,  removed. 

Dr.  Baxter. — I  have  nothing  to  say,  as  I  presented  the  speci- 
men and  subject  rather  as  a  matter  of  interest  than  to  advocate 
anything  in  particular. 


AMPUTATION    AT    THE    HIP-JOINT    BY 
WYETH'S   BLOODLESS   METHOD. 


By  F.  W.  Parham,  M.D., 
New  Orleans,  La. 


Dr.  John  A.  Wyeth  read  a  paper  on  a  "Bloodless 
Method  of  Amputation  at  the  Hip-joint,"1  at  the  meeting  of 
the  American  Medical  Association  in  1890.  He  had  pre- 
viously reported  two  cases,  successfully  operated  on  by  'the 
method,  to  the  Section  of  Surgery  of  the  New  York  Academy 
of  Medicine.  He  again  described  his  method  at  the  Inter- 
national Medical  Congress  in  Washington. 

These  cases  were  sarcomatous  tumors  of  the  thigh.  In 
addition  to  these  two  successful  cases,  he  gives  also  in  detail, 
in  the  paper  referred  to,  two  cases  operated  on  successfully  by 
McBurney  and  Fluhrer,  the  first  being  an  infiltrating  sarcoma 
of  thigh,  the  second  an  osteo -sarcoma. 

As  to  bleeding  in  these  four  cases,  Wyeth  reported  that  in 
his  own  two  cases  there  was  "no  bleeding  at  all;"  in  Fluhrer's 
not  more  than  four  ounces  of  blood  was  lost  during  the  whole 
operation,  while  in  McBurney's  perhaps  "  not  an  ounce  in 
all."  In  Fluhrer's  the  operation  lasted  one  hour  and  a  half; 
in  McBurney's  case  the  time  is  uot  stated,  but  the  operation 
is  said  to  have  been  finished  "  with  great  rapidity." 

Since  these  cases  were  published  a  number  of  surgeons  have 
employed  the  method,  and  some  valuable  contributions  have 

1  Dr.  Wyeth  first  employed  the  method  successfully  in  an  amputation  at  the 
Bhoulder-joint.  The  hemorrhage  was  so  well  controlled  that  he  was  led  to  resort  to 
the  same  expedient  in  hip-amputation.  Dr.  J.  H.  Brinton  has  reported  two  cases 
(one  successful)  in  which  he  employed  the  method  of  Wyeth  in  shoulder-amputation. 
Annals  of  Surgery,  xviii.  1893,  821. 
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been  made  to  the  literature  of  amputation  of  the  hip.  I 
have  been  able  to  collect  the  following  cases,  which  I  shall 
give  without  any  attempt  to  report  them  in  chronological 
sequence : 

Case  V. — Case  of  Dr.  John  B.  Deaver.  The  patient,  female, 
aged  twenty  years,  fell  down  stairs  in  1886  and  sustained  an 
injury  of  the  hip.  In  August,  1888,  an  abscess  formed  and  was 
opened.  In  October,  1889,  the  femoral  head  was  excised  for 
necrosis.  In  September,  1890,  another  abscess  formed.  There 
were  sinuses  and  manifest  enlargement  of  femur.  There  was 
evidently  a  mild  septicaemia  in  progress.  October  21,  1890, 
under  ether,  the  limb  being  rendered  bloodless  by  Esmarch's 
bandage,  Wyeth's  amputation  was  done.  On  November  30th  the 
patient  was  entirely  well. 

Case  VI. — Case  of  Dr.  Nancrede.  T.  M.,  aged  thirty-one 
years.  Patient  had  suffered  of  strumous  disease  of  left  knee- 
joint,  which  had  been  treated  by  tapping,  washing,  and  iodoform 
injection.  Two  months  later  another  surgeon  performed  a  supra- 
condyloid  amputation,  using  diseased  tissues  for  his  flaps. 
Wound  did  not  heal,  lower  half  of  thigh  becoming  honey- 
combed with  tubercular  sinuses.  There  were  evidences  of  in- 
cipient phthisis. 

Dr.  Nancrede  operated  by  Wyeth's  method,  and  patient  re- 
covered without  a  bad  symptom. 

Case  VII. — Lanphear's  first  case.  H.  M.,  male,  colored,  aged 
nine  years,  suffering  of  osteomyelitis  of  femoral  shaft.  An 
operation  was  done,  October  21,  1890,  for  the  relief  of  the  dis- 
eased tissue,  but  on  October  24th  his  condition  was  so  desperate 
that  there  could  be  no  longer  delay.  On  October  24th  Wyeth's 
amputation  was  made.  Scarcely  one  ounce  of  blood  was  lost. 
Convalescence  was  rapid. 

Case  VIII. — Lanphear's  second  case.  O.  M.,  male,  aged 
fifteen  years.  Osteomyelitis  of  entire  shaft  with  profound  sep- 
ticaemia. Amputation,  April  19,  1892,  by  a  modification  of 
Wyeth's  method.  About  two  ounces  of  blood  lost  by  paren- 
chymatous oozing.  Operation  completed  in  twenty-nine  minutes 
from  beginning  of  anaesthesia.     Death  by  septicaemia. 

Case  IX. — Lanphear's  third  case.  Miss  A.,  aged  twenty- 
eight  years.     Had  been  subjected  to  a  series  of  amputations  for 
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the  relief  of  a  violent  neuralgic  pain.  The  great  toe  had  been 
first  amputated  by  her  physician ;  no  relief.  A  few  months 
afterward  another  surgeon  made  a  Chopart's  amputation.  Sub- 
sequently the  leg  was  amputated  just  above  the  ankle,  and,  later, 
just  below  the  knee.  Still  no  relief;  whereupon  a  supra-condy- 
loid  amputation  was  made.  No  amelioration  being  accomplished, 
a  sixth  amputation  was  made  through  the  middle  of  the  thigh. 
After  repeated  examinations,  Dr.  Lanphear  reluctantly,  at  the 
urgent  request  of  her  physician,  amputated  the  seventh  time,  at 
the  hip,  employing  his  modification  of  Wyeth's  method. 

There  was  no  loss  of  blood.  Recovery  rapid  and  complete. 
No  recurrence  of  pain. 

Case  X. — Lanphear's  fourth  case.  F.  P.,  male,  aged  twenty- 
eight  years.  Some  years  previously  amputation  had  been  made 
through  the  thigh  for  injury  to  knee.  Abscesses  formed  from 
wearing  an  artificial  limb.  When  seen  by  Lanphear  was  pale, 
very  anaemic,  suffering  from  septicaemia.  Amputation  at  hip, 
February  24,  1893,  by  Lanphear's  modification  of  Wyeth's 
method.  More  blood  lost  than  in  any  one  of  the  others,  owing 
to  the  profunda  being  overlooked,  due  to  its  high  origin,  until 
after  the  constrictor  was  removed.  Patient,  however,  did  well, 
although  recovery  was  somewhat  retarded  by  suppuration  of  the 
stump. 

Case  XI. — Ahern's  case,  Quebec.  Male,  aged  twenty-two 
years.  Operation  called  for  by  large  osteo-sarcoma  of  lower  end 
of  femur.  About  two  ounces  of  blood  lost.  Although  not 
explicitly  stated,  I  judge  from  context  that  the  patient  recovered. 

Case  XII. — J.  McFadden  Gaston.  Patient,  male,  with  very 
large  cystic  sarcoma  of  left  thigh,  involving  the  bone.  The  cyst 
was  first  evacuated,  several  gallons  (?)  of  a  dark -brown  fluid 
being  drawn  out.  The  cyst  filled  rapidly.  Hip  amputation 
was  decided  upon.  Under  the  A.  C.  E.  mixture,  assisted  by  Drs. 
Price,  Boland,  Renouff,  Nicholson,  Giddings,  Ernest,  and  De- 
vine,  Wyeth's  operation  was  done.  There  was  considerable  loss 
of  blood,  largely  from  a  general  oozing,  which,  uncontrolled 
by  hot  carbolized  water,  was  finally  stopped  by  sponging  with  a 
mixture  of  spirits  of  turpentine  and  camphor. 

There  was  little  shock,  easily  controlled  by  hypodermatic  in- 
jections of  ether  and  whiskey.  For  twenty-four  hours  he  did 
well,  until  there  supervened  a  diarrhoea  which  became  colliqua- 
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tive  and  continued  for  ten  days,  in  spite  of  the  most  energetic 
measures.     He  died  on  the  twenty-sixth  day  after  the  operation. 

Dr.  Gaston  thought  the  lowering  of  the  vitality  from  the 
diarrhoea  had  much  to  do  with  the  fatal  termination ;  but,  he 
remarks,  it  would  appear  that  the  failure  at  one  time  to  open  the 
stump  for  three  days  led  to  septic  contamination,  which  was  the 
immediate  cause  of  death.  But  for  this  oversight,  he  thinks, 
the  case  ought  to  have  had  a  favorable  termination.  The  am- 
putated part,  after  two  gallons  of  fluid  had  been  removed, 
weighed  seventy-three  pounds. 

Case  XIII. — W.  "W.  Keen,  Philadelphia.  Patient,  female, 
aged  thirty  years,  five  months  pregnant.  Present  trouble  began 
seventeen  months  ago,  duriug  previous  pregnancy,  with  swelling 
of  both  legs,  especially  the  left.  After  delivery  pain  and  swell- 
ing diminished,  but  a  lump  remained  in  left  popliteal  space.  In 
May,  1891,  this  became  very  painful.  The  pains  were  sharp 
and  shooting  in  character.  The  tumor  increased  in  size  until  at 
time  of  operation  it  extended  from  the  calf  to  the  groin,  meas- 
uring twelve  and  five-tenths  inches  in  length  and  twenty-three 
inches  in  circumference  at  the  lower  part  of  the  thigh.  Lym- 
phatics not  enlarged. 

Operation.  Patient  was  wrapped  entirely  in  raw  cotton  except 
diseased  limb.  No  blood  lost  from  stump  until  after  the  large 
vessels  had  been  secured.  Thirty-three  ligatures  in  all  applied. 
Probably  eight  to  ten  ounces  of  blood  were  lost.  Duration  of 
operation,  fifty  minutes.  Delay  caused  by  separation  of  soft  parts 
from  the  bone  and  the  securing  of  the  numerous  vessels.  Two 
drainage-tubes  were  used,  but  the  operator  remarked  he  would 
in  future  cases  use  but  one,  placing  this  externally  to  prevent 
infection,  since  in  this  case  suppuration  occurred  from  infection 
through  the  inner  tube.  The  progress  of  the  case  was,  however, 
uninterruptedly  good,  and  the  case  ended  in  recovery. 

Case  XIV. — J.  D.  Thomas,  of  Pittsburg,  Penna.  G.  S.,  aged 
eighteen  years,  male,  injured  in  a  rolling-mill  by  a  red-hot  bar 
of  iron,  one-half  inch  in  diameter,  which  was  thrust  into  his  left 
thigh  about  two  and  one-half  inches  below  Poupart's  ligament, 
going  through  the  long  saphenous  vein,  the  femoral  vein,  and 
femoral  artery.  The  opening  was  funnel-shaped,  admitting  two 
fingers  for  a  little  distance,  one  finger  only  being  permitted  to 
pass  beyond.     This  passed  some  distance  around  the  inner  and 
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posterior  aspects  of  femur.  At  the  time  of  accident  he  lost  a 
large  quantity  of  blood.  Although  the  indication  for  hip  ampu- 
tation was  so  clear,  the  parents  would  not  permit  it  at  first,  and 
only  consented  five  or  six  days  later,  when  gangrene  had  set  in. 
Wyeth's  operation  was  done  successfully,  and  the  condition  was 
at  first  promising,  until  the  end  of  the  second  day,  when  he  began 
to  fail,  and  died  at  8  p.m.  Thomas  very  justly  remarks  the 
operation  might  have  resulted  in  recovery  if  it  had  been  done 
four  days  earlier,  when  it  was  strongly  urged. 

I  have  been  able  to  obtain  only  brief  notes  of  the  following 
cases  : 

Case  XV. — Dr.  John  A.  Wyeth,  New  York.1  Female,  aged 
eighteen  years ;  for  sarcoma  ;  recovered. 

Case  XVI— Dr.  A.  M.  Phelps,  New  York.  Male,  aged  fifty- 
eight  years ;  sarcoma  ;  recovered. 

Case  XVII.— Dr.  A.  J.  McCosh.  Male,  aged  twenty-eight 
years;  sarcoma;  recovered. 

Case  XVIII. — Dr.  J.  Ewing  Mears,  Philadelphia.  Male,  aged 
nine  years  ;  osteomyelitis  ;  recovered. 

Case  XIX. — Dr.  Archibald  E.  Mollock,  Canada.  Male,  aged 
twenty-nine  years ;  osteomyelitis ;  recovered. 

Case  XX. — Dr.  G.  A.  Baxter,  Chattanooga.2  Male,  aged 
seventeen  years ;  railroad  injury,  causing  pulpefaction  of  both 
lower  limbs,  requiring  amputation  through  right  leg  and  left 
hip  ;  died  of  shock. 

In  addition  to  these  cases,  which  are  all  I  could  positively 
verify  or  could  get  a  statement  of  the  result  of,  I  have  obtained 
the  following  from  a  paper3  kindly  sent  rue  by  Dr.  Wyeth  for 
presentation  to  this  meeting  : 

Case  XXL— Dr.  Frank  Hartley,  March,  1892.  Female,  aged 
twenty-six  years ;  osteo-sarcoma  ;  recovered. 

i  Transactions  Medical  Association  of  Alabama,  1892,  p.  415. 

2  Transactions  Medical  Association  of  Alabama,  1892,  p.  415. 

[Dr.  Baxter  also  made  mention  of  this  case  in  the  discussion  of  my  paper  at  the 
meeting  of  the  Southern  Surgical  and  Gynecological  Association.] 

3  Paper  read  by  Dr.  Wyeth  at  the  meeting  of  the  New  York  State  Medical  Associa- 
tion, October  9, 10,  11,  and  12, 1893. 
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Case  XXII. — Dr.  Merrill  Rickets,  1893.  Female,  aged  twenty- 
three  years ;  osteosarcoma  ;  recovered. 

Case  XXIII— Dr.  C.  A.  White,  1891.  Male,  aged  twenty- 
three  years  ;  osteo-sarcoma  ;  recovered. 

Case  XXIV.— Dr.  J.  B.  Murdoch,  1892.  Male,  aged  seven- 
teen years;  osteo-sarcoma;  died. 

Case  XXV.— Dr.  A.  M.  Phelps,  1891.  Male,  aged  twenty- 
four  years ;  osteo-arthritis  ;  recovered. 

Case  XXVI.— Dr.  A.  M.  Phelps,  1892.  Male,  aged  sixteen 
years  ;  osteomyelitis  ;  recovered. 

Case  XXVII.— Dr.  C.  B.  Nancrede,  1893.  Male,  aged 
thirty-one  years ;  osteomyelitis  ;  recovered . 

Case  XXVIII.— Dr.  S.  H.  Pinkerton,  Salt  Lake  City,  1892. 
Male,  aged  seventeen  years  ;  tubercular  osteitis  ;  recovered. 

Case  XXIX.— Dr.  S.  H.  Pinkerton,  1892.  Male,  aged  ten 
years;  tubercular  osteitis  ;  recovered. 

Case  XXX.— Dr.  S.  H.  Pinkerton,  1892.  Male,  aged  forty- 
two  years;  necrosis;  recovered. 

Case  XXXL— Dr.  S.  H.  Pinkerton,  1892.  Male,  aged  forty- 
three  years ;  necrosis  ;  died. 

Case  XXXII.— -Dr.  S.  H.  Pinkerton,  1892.  Male,  aged  sev- 
enteen years ;  osteitis;  recovered. 

Case  XXXIII.— Dr.  R.  L.  Swan,  Dublin,  Ireland,  1892. 
Female,  aged  nineteen  years ;  chronic  osteo-arthritis ;  re- 
covered. 

Case  XXXIV.— Dr.  W.  B.  Johnson,  1892.  Male,  aged 
thirty-nine  years ;  railroad  injury  ;  died. 

Case  XXXV.— Dr.  S.  H.  Pinkerton,  1892.  Male,  aged  six 
years;  gunshot  fracture  ;  died. 

Case  XXXVI.— Dr.  H.  O.  Walker,  1892.  Male,  aged  four- 
teen years ;  osteo-sarcoma  ;  recovered. 

Case  XXXVII— Dr.  H.  O.  Walker,  1893.  Male,  aged 
twentv-one  years ;  chronic  hip  disease  ;  recovered. 

Case  XXXVIII.— Dr.  H.  O.  Walker,  1893.  Young  man ; 
chronic  hip  disease  ;  died. 

Case  XXXIX.1— Dr.  John  B.  Deaver,  1893.  Male,  aged 
twenty  years ;  osteomyelitis ;  recovered. 

1  In  this  case  Dr.  Deaver  abandoned  the  pins  and  used  the  tube  held  up   by  two 
tapes,  one  in  front  and  one  behind. 
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McCurdy  has  also  operated  with  his  modification,  but  I 
have  not  been  able  to  collect  the  data  of  the  cases.  Case  XL. 
is  my  own,  and  is  as  follows : 

Case  XL. — John  M.,  aged  three  years,  a  native  of  New 
Orleans,  applied  for  admission  into  the  children's  ward  of  the 
Charity  Hospital,  May  8,  1893,  service  of  Dr.  E.  D.  Fenner,  to 
whom  and  to  the  interne,  Mr.  Oechsner,  in  charge  of  the  ward, 
I  am  indebted  for  the  notes  of  the  case  during  his  stay  in  the 
ward.  On  admission,  there  was  a  large  growth,  size  of  an  adult 
heart,  situated  on  the  inner  aspect  of  right  thigh.  The  tumor 
was  easily  enucleated.  The  sciatic  nerve  ran  posteriorly  in  the 
capsule  of  the  tumor,  and  the  femoral  vessels  were  pushed  to  the 
inner  side.  The  incision  was  made  from  a  little  above  the  middle 
of  Scarpa's  triangle  to  a  point  about  two  and  one-half  inches 
above  the  internal  condyle.  Union  was  rapid  and  satisfactory, 
and  the  little  fellow  was  discharged,  apparently  cured,  May  31st. 

He  was  readmitted  to  the  ward  July  11,  1893.  Three  weeks 
previous  to  second  admission  the  mother  noticed  a  new  growth 
in  the  site  of  the  operation.  When  first  observed  it  was  about 
the  size  of  a  pigeon's  egg.  It  grew  very  rapidly.  When  ad- 
mitted, July  11th,  was  as  large  as  the  first  tumor  already 
described.  The  second  operation  was  done  July  12,  1893.  The 
tumor  was  not  easily  enucleated,  as  in  the  first  instance,  being 
incorporated  with  surrounding  tissues,  and  had  to  be  removed  by 
dissection.  The  wound  did  well,  and  patient  was  discharged  for 
the  second  time  on  July  30,  1893. 

Two  microscopical  examinations  were  made,  in  the  pathological 
department  of  the  hospital,  of  specimens  of  the  two  tumors  re- 
moved. July  12th,  the  report  was  returned  :  "  Sarcoma  round 
and  spindle-celled ;  cells  large  and  plump."  July  19th  the  report 
was,  "  Sarcoma,  spindle-  and  small  round-celled." 

On  Tuesday,  October  3,  1893,  I  was  asked  to  see  the  child 
with  the  attending  physician,  Dr.  J.  T.  Scott.  I  found  the  little 
fellow  rather  anaemic,  but  lively  and  able  to  go  about,  though 
awkwardly,  without  the  aid  of  crutches. 

There  was  an  immense  tumor,  which  I  here  show  you,  occu- 
pying nearly  the  whole  inner  aspect  of  the  thigh  and  filling  the 
popliteal  space.     The  tumor  was  of  firm  consistency.     Previous 
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history  good.  The  mother  attributes  the  trouble  to  a  severe  fall 
he  had  sustained  in  the  latter  part  of  March  of  this  year.  Some 
time  in  April  she  noticed  the  swelling.  It  increased  rapidly,  and 
she  sought  advice  at  the  hospital.  Up  to  the  time  he  entered 
the  hospital  his  health  was  good.  The  history  of  the  case  while 
in  hospital,  from  May  8th  to  July  30th,  has  been  above  detailed. 

After  leaving  there  the  tumor  soon  began  to  show  signs  of 
return.  The  parents  took  the  child  East,  where  they  consulted 
Dr.  Deaver,  in  Philadelphia.  The  Doctor  advised  amputation 
at  the  hip,  but  suggested  that  it  might  be  best  to  do  it  at  home 
in  New  Orleans.  They  returned  to  New  Orleans  and  consulted 
their  family  physician,  Dr.  J.  T.  Scott.  He  asked  me  to  see  the 
case.  We  examined  the  child,  as  above,  on  October  3, 1893.  I 
urged  amputation  at  once.  The  glands  in  the  groin  were  slightly 
enlarged,  probably  not  from  sarcomatous  infiltration,  but  the 
tumor  was  growing  now  with  great  rapidity.  The  parents 
readily  gave  consent.  Accordingly,  removal  to  the  New  Orleans 
Sanitarium  was  advised. 

On  Thursday,  October  5,  1893,  the  operation  was  done  in  the 
operating-room  of  that  institution.  Chloroform  was  the  anaes- 
thetic, Dr.  J.  T.  Scott  administering  it.  I  was  assisted  in  the 
operation  by  Drs.  E.  D.  Fenner  and  W.  E.  Parker.  The  Es- 
march  band  was  applied  up  to  the  lower  border  of  the  tumor,  the 
tumor  not  being  included  for  obvious  reasons.  The  operation 
was  conducted  exactly  according  to  the  directions  of  Dr.  Wyeth. 
Ordinary  mattress  needles  were  used,  one  end  being  cut  off  at 
the  eye.  They  were  very  rusty  and  dirty,  and  had  to  be  sand- 
papered and  disinfected  by  boiling  and  carbolic  solution.  In 
placing  the  outer  needle,  I  got  the  posterior  end  out  of  the  plane 
of  the  inner  needle.  I  withdrew  it  and  placed  it  so  that  the  tube 
would  touch  both  needles  both  in  front  and  behind.  Thus  I  had 
to  make  three  punctures ;  no  harm  resulted  from  this.  Little 
blood  was  lost  from  the  stump,  but  a  good  deal  came  from  the 
turgid  vessels  of  the  tumor.  My  intention  was  to  adopt  the 
suggestion  of  Murdoch  and  not  to  saw  the  bone,  but  to  disar- 
ticulate the  femur  entire.  I  found  it  difficult,  however,  to  get  the 
posterior  vessels,  and  saw  that  I  should  save  time  by  sawing  the 
bone.  The  vessels  of  the  stump  being  secured,  I  made  the  longi- 
tudinal incision,  and  had  little  trouble  in  disarticulating.  I  found 
low  section  of  the  bone  a  decided  advantage  in  disarticulating. 
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Rather  smart  hemorrhage  occurred  during  the  disarticulating, 
the  tube  having  been  removed.  I  think  it  very  advisable  to 
place  the  outer  pin  higher,  so  that  the  limb  may  be  entirely 
removed  before  any  vessels  are  secured.  In  that  case  it  would 
be  best  not  to  saw,  but  remove  the  extremity  in  its  entirety.  The 
operation  lasted,  from  beginning  of  anaesthesia  to  application  of 
dressing,  one  hour  and  a  half,  but  a  good  part  of  the  time  was 
consumed  with  the  anaesthetic,  it  being  at  one  time  necessary  to 
suspend  the  child  head  downward  in  order  to  restore  him.  His 
condition  was  so  bad  for  a  time  that  I  thought  I  should  not  be 
able  to  suture  the  flaps,  but  he  finally  revived  sufficiently  and 
the  operation  was  completed,  one  drainage-tube  only  being  used, 
placed  in  the  upper  end  of  the  lateral  incision.  After  the  oper- 
ation he  gradually  reacted. 

6th.  Day  after  the  operation,  re-dressed  on  account  of  great 
oozing.     A  drop  of  pus  oozed  from  one  of  the  pin-holes. 

7th.  Re-dressed.  Drainage-tube  removed.  From  this  time  on, 
almost  daily  dressing  had  to  be  made,  owing  to  urine  infiltration. 
Rubber  tissue  was  used,  which  protected  the  line  of  apposition 
until  the  gauze  became  soaked.  A  discharge  from  the  rectum 
also  gave  considerable  trouble. 

19th.  The  stump  is  closed,  but  the  skin  has  opened  a  little, 
exposing  a  line  of  granulations.    Rubber  adhesive  strips  applied. 

24th.  Complete  deep  and  superficial  union.  The  temperature 
had  risen  several  times  above  101°,  but  for  the  first  two  weeks 
marked  100°  to  100.5°.  After  this  it  fell  to  normal.  Catgut 
was  used  for  ligating  the  vessels,  and  silkworm-gut  for  the  flaps. 
A  liberal  estimate  would  make  the  blood  lost  during  the  whole 
operation  not  over  two  ounces  ;  I  think  much  less.  There  was 
no  further  suppuration  from  the  pin-holes  after  the  first  twenty- 
four  hours. 

Here  we  have  a  report  of  forty  cases,  classified  as  follows 
by  Dr.  Wyeth : 

Cases.    Deaths.  Per  cent. 

Sarcoma 17  2            11.76 

Osteomyelitis 18  3            16.6 

Injury 4  4  100. 

Neuralgic  affection  from  nerve  injury       .  1  0 

For  disease 36  5             13.88 

For  injury 4  4  100. 

For  both  disease  and  injury        ...  40  9            22.5 
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Wyeth  gives  Ashhurst's  statistics  as  follows :  (64.1  per 
cent.) 

Cases.  Per  cent. 

For  disease 276  40.2 

For  injury 309  82.4 

Luening  gives : 

Cases.  Per  cent. 

Gunshot  wounds 239  98. 

Disease 153  42. 

Emory  Lanphear,1  in  an  article  on  Wyeth's  Amputation, 
referring  to  these  same  statistics  of  Luening,  says  :  "  Surely 
this  is  a  method  which  is  about  as  successful  as  could  well  be 
expected,  considering  the  gravity  of  the  operation."  Other 
statistics  put  the  mortality  even  higher;  but  taking  these  as  a 
guide,  we  find  that  Wyeth's  operation  has  reduced  the  mor- 
tality for  civil  practice  just  one-half.  It  has  not  yet  been 
employed  in  military  practice.  With  such  a  reduction  in 
mortality  we  can  well  overlook  the  sneer  of  Treves  that,  "  if 
the  after-oozing  be  taken  into  account,"  the  operation  "  cannot 
be  regarded  as  bloodless." 

Richard  Davy,  of  London,  reports  a  series  of  ten  amputa- 
tions, in  nine  of  which  he  used  his  lever.  The  mortality, 
formerly  60  per  cent.,  is  reduced  to  20  per  cent.  "  Sir  Joseph 
Lister  mentions  a  'case  in  which  a  gentleman  specially  con- 
versant with  the  use  of  the  lever  failed  to  bring  it  into  effective 
action,  and  another  .  .  .  where  death  resulted  from  mischief 
done  by  the  end  of  the  rod  working  in  the  dark.' ':  I  do  not 
think  this  can  be  compared  to  Wyeth's  for  either  efficiency  or 
safety.  The  method  of  Jordan  Lloyd  is  effective  if  the  tube 
does  not  slip,  but  is  more  awkward  and  requires  a  special 
assistant  to  hold  the  ends.  Wyeth's  will  take  care  of  itself 
until  taken  off. 

Ligation  of  the  femoral  artery,  as  practised  by  Baron 
Larrey,  somewhat  complicates  the  operation  by  delaying  it, 
and  does  not  control  the  posterior  hemorrhage. 

Lister's  aortic  tourniquet  has  been  used,  but  is  now  aban- 

1  American  Journal  of  Surgery  and  Gynecology,  Kansas  City,  1893,  iii.  182,  1S6. 
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cloned  by  its  author  for  other  methods.  Poppert  reports  one 
successful  case  in  which  he  ligated  first  the  common  iliac. 
The  method  of  Buchanan  and  Hardy,  of  controlling  the  hem- 
orrhage through  an  abdominal  incision,  although  successfully 
done  by  Hardy,  will  scarcely  meet  with  the  approbation  of 
surgeons. 

The  method  of  Peau,  of  catching  the  vessels  as  he  proceeds, 
is  open  to  the  serious  objection  of  being  very  slow. 

I  come  now  to  the  skewer  methods. 

Trendelenburg  transfixes  the  thigh  by  a  single  needle  passed 
in  front  of  the  neck  of  the  femur  and  beneath  the  vessels. 
Over  the  ends  of  the  needle  and  in  front  of  the  thigh  a  com- 
pressing rubber  cord  is  passed.  Dr.  Varick  transfixed  a 
second  time  behind  the  femur  before  disarticulating. 

Robert  John  Garden,  of  Aberdeen,  writes  thus  in  the 
British  Medical  Journal  of  January  4,  1890  :  "  I  have  had 
considerable  experience  of  amputations  at  the  hip-joint.  The 
result  has  been  uniformly  successful,  as  in  my  fourteen  cases  I 
have  had  no  death  due  to  the  operation.  All  my  cases  re- 
covered except  a  child  aged  nine  months  (whose  leg  was 
removed  for  a  large  sarcoma  of  thigh),  who  died  of  measles 
contracted  after  the  opex*ation.  So  far  as  cutting  the  flaps  is 
concerned,  I  pretty  much  followed  the  plan  recommended  by 
Furneaux  Jordan,  combined  with  the  skewer  securing  of  the 
vessels  as  suggested  by  Spence.  My  experience  does  not  lead 
me  to  regard  the  risk  from  shock  as  very  great.  The  oper- 
ation as  described  above  removes  the  wound  well  away  from 
the  anus ;  and  by  the  skewer  method,  both  when  anterio- 
posterior or  lateral  flaps  are  formed,  all  danger  from  bleeding 
is  effectually  removed." 

The  method  of  Spence  is  evidently  the  same  as  Myles's, 
now  to  be  described. 

Myles  thrusts  a  stout  steel  skewer  straight  through  the 
thigh  from  before  backward.  The  point  enters  an  inch 
below  Poupart's  ligament,  and  just  to  the  outer  side  of  the 
femoral  artery  it  passes  to  the  inner  side  of  the  neck  of  the 
femur   and   emerges  a   little    above   the    gluteal   fold.     An 
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India-rubber  cord  is  passed  around  the  ends  in  figure-of-eight 
manner. 

I  shall  consider  now  the  modification  of  the  Wyeth  method 
proper.  Lanphear  makes  the  excellent  suggestion  to  place  the 
outer  needle  high  enough  to  permit  of  disarticulation  before 
removing  the  tube.  This  saves  much  time,  and  the  hemor- 
rhage is  diminished.  In  this  case  I  would  disarticulate 
without  section  of  the  bone. 

Thomas  advises  to  place  the  tube  in  position  first,  and  put 
the  pins  through,  with  the  tube  as  a  guide,  regardless  of  the 
position  of  spine  of  the  ilium.  He  advises,  also,  to  clear  the 
bone  thoroughly  before  beginning  the  disarticulation.  These 
are  both  good  practical  suggestions. 

Although  not  a  modification  of  Wyeth's  method,  we  may 
consider  here  Senn's  method.  This  is  especially  applicable  to 
those  cases  where  an  excision  is  first  to  be  attempted,  but  is 
abandoned  for  hip-amputation.  Lanphear  refers  to  one  case 
in  which  the  patient  bled  to  death  while  on  the  table,  Senn's 
method  being  used. 

Finally,  I  have  McCurdy's  method  to  speak  of.  By  this 
method  a  flap  operation  with  immediate  disarticulation  may  be 
done.  A  single  needle  is  used,  inserted  at  the  most  prominent 
point  of  the  great  trochanter,  passing  directly  through  the  thigh 
in  front  of  the  femur  to  come  out  just  below  the  tuber  ischii. 
This  very  closely  resembles  that  of  Myles,  already  referred  to. 

The  most  unfavorable  opinion  of  the  operation  is  that 
expressed  by  Nancrede.  "  There  is,"  he  says,  "  one  serious 
objection  to  Wyeth's  method ;  this  is  the  length  of  time  it 
takes,  which  adds  greatly  to  the  shock."  After  completing 
one  serious  operation,  which  has  produced,  perhaps,  an  ex- 
treme degree  of  shock,  another  major  operation,  that  of 
excision,  is  then  undertaken.  Where  skilled  assistants  are 
not  at  hand,  he  thinks  the  method  applicable. 

I  believe,  however,  by  placing  the  outer  pin  higher  these 
objections  can  be  overcome  to  a  large  extent.  We  can  then 
do  as  Murdoch  suggests,  and  disarticulate  without  hemorrhage, 
rapidly  and  without  sawing  the  femur. 


DISCUSSION.  269 

In  conclusion,  I  am  inclined  to  agree  with  Murdoch  that 
the  method  of  Wyeth  is  the  best  yet  devised  for  amputation 
through  the  hip-joint. 

DISCUSSION. 

Dr.  Willis  F.  Westmoreland,  of  Atlanta,  Ga. — I  think 
the  whole  profession  is  entirely  agreed  as  to  the  efficacy  and 
efficiency  of  Wyeth's  method.  The  question  of  shock  can  be 
eliminated  by  the  saving  of  blood.  I  have  not  had  any  expe- 
rience with  the  operation  on  the  living  subject,  but  I  have  oper- 
ated frequently  on  the  cadaver.  If  the  mattress-pins  cannot  be 
obtained,  I  find  that  the  steel  pins  used  by  ladies  in  their  hats, 
if  sufficiently  stout,  answer  equally  well.  Where  we  cannot  get 
a  mattress-pin,  a  mattress-needle  is  the  best  thing  to  use.  They 
are  usually  kept  in  stock  in  hardware  stores.  The  mattress- 
needle  or  ladies'  hat-pin  will  hold  the  ligature  in  position. 

In  regard  to  the  Doctor's  idea  of  severing  the  pin  before  and 
after  disarticulation,  all  the  cases  I  have  experimented  with  have 
been  where  there  was  no  tumor  or  growth  of  any  kind.  There 
can  be  no  question  about  keeping  the  bone  intact — you  have  the 
advantage  of  making  rapid  disarticulation,  thus  shortening  the 
operation.  There  is  no  question  about  the  rapidity  of  the  two 
methods,  and  rapidity  is  essential  in  all  capital  operations  of  this 
kind,  if  there  are  no  contra-indications  to  it.  As  near  as  pos- 
sible, I  follow  the  operation  of  Jordan  with  the  Wyeth  splint, 
making  a  section  of  bone  until  it  is  disarticulated. 

Dr.  James  McFadden  Gaston,  of  Atlanta,  Ga. — I  am  one 
of  the  forty  included  in  the  list  by  Dr.  Wyeth  as  having  per- 
formed the  operation  successfully.  Some  of  you  who  were  in 
attendance  at  the  Atlanta  meeting  of  this  Association  in  1890 
will  doubtless  recall  the  fact  that  I  exhibited  an  enormous  osteo- 
sarcoma which  had  been  removed  from  a  man.  This  was  done 
by  Wyeth's  method  with  mattress-needles,  and  I  had  no  trouble 
in  getting  these  needles  in  a  hardware  store.  By  placing  them 
well  up  on  the  posterior  part,  especially  over  the  ilium,  there  is 
no  interference  at  all  with  the  disarticulation  of  the  bone.  In 
my  case  the  destruction  of  bony  tissue  was  such  that  I  was  com- 
pelled to  remove  the  limb.     I  would  have  removed  it  anyhow. 
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The  enormous  growth  interfered  more  or  less  with  manipulations* 
The  tissues  were  already  disorganized  to  such  an  extent  that  I 
did  not  need  the  saw  to  accomplish  removal ;  the  knife  was  passed 
through  and  the  growth  was  removed.  The  upper  part  of  the 
trochanter  and  head  of  the  bone  were  involved  in  the  disease 
and  had  to  be  afterward  dissected  out  of  the  socket.  The  man's 
condition,  of  course,  was  very  unfavorable  for  surviving  the 
operation,  yet  he  lived  for  a  month,  and  died  at  the  end  of  that 
time,  his  death  being  in  no  way  the  result  of  the  operation.  I 
consider  the  operation  the  neplus  ultra  of  hip-joint  amputation. 
The  amputated  part,  after  two  gallons  of  fluid  had  been  removed, 
weighed  seventy- three  pounds. 

Dr.  George  A.  Baxter,  of  Chattanooga,  Tenn. — I  am  also 
one  of  the  forty  mentioned  in  the  report  as  having  operated  by 
the  Wyeth  method  on  a  railroad  injury  involving  both  legs.  One 
was  near  the  hip,  the  other  in  the  neighborhood  of  the  ankle. 
I  realized  that  the  immense  amount  of  blood  which  would  be 
lost  in  the  operation  could  only  be  controlled  by  the  Wyeth 
method,  and  even  with  it  there  was  some  little  hemorrhage.  I 
performed  amputation,  and  was  astounded  not  only  at  the  degree 
of  control  exercised  by  the  constriction,  but  the  ease  with  which 
the  disarticulation  took  place.  My  patient  Hved  for  three  or 
four  hours,  but  there  was  more  blood  lost  from  the  synchronous 
amputation  above  the  ankle  than  from  the  hip.  In  the  course 
of  three  or  four  hours,  notwithstanding  the  fact  that  he  was  pro- 
hibited from  raising  himself,  he  raised  squarely  up  in  bed  and 
fell  back  dead. 

Dr.  Parham. — I  have  very  little  to  add  in  closing  the  dis- 
cussion, except  to  lay  stress  on  the  particular  point  that  if  the 
outer  pin  is  placed  higher  up,  the  objections  which  have  been 
urged  can  be  largely  overcome.  When  we  consider  the  possibili- 
ties of  the  operation,  as  that  done,  for  instance,  by  Lanphear  in 
twenty-nine  minutes,  I  do  not  believe  the  prolongation  of  the 
operation  can  be  considered  a  vital  objection. 


OPEEATIVE  PROCEDURES  FOR  CARCINOMA- 
TOUS TUMORS  OF  THE  BREAST. 


By  J.  McFadden  Gaston,  M.D., 
Atlanta,  Ga. 


The  high  estimate  placed  upon  the  preservation  of  the 
mammary  gland  is  attested  by  the  commendable  pride  of 
every  fair  maiden  in  the  development  of  this  part  of  her 
organism  and  by  the  practical  concern  of  every  mother  in 
the  due  performance  of  the  function  of  lactation. 

Not  only  from  an  aesthetic  standpoint  but  from  utilitarian 
considerations,  the  mammary  gland  is  recognized  as  entitled 
to  a  prominent  place  in  the  physical  structure  of  woman,  and 
anything  which  tends  to  induce  diseases  of  this  organ  appeals 
strongly  to  the  physician  and  surgeon  for  relief.  It  becomes 
us,  therefore,  to  use  all  diligence  in  the  prophylactic  and  cura- 
tive appliances  directed  to  it. 

While  the  mammary  gland  is  liable  to  injuries  of  various 
kinds  and  to  inflammation  in  connection  with  its  functions, 
there  is  a  special  proclivity  to  disorders  of  a  graver  character, 
characterized  by  developments  of  a  malignant  kind  in  its 
structures. 

The  mammary  gland  is  peculiarly  constituted  in  the  human 
female,  and  its  anatomical  relations  to  the  lymphatics  render 
it  more  liable  to  complications  with  the  neighboring  ganglia, 
under  inflammatory  processes,  than  occurs  in  any  other  part 
of  the  organism.  There  are  physiological  sympathies  of  this 
gland  with  other  viscera  which  indicate  a  deep-seated  and  in- 
timate correlation  between  them,  hut  we  are  interested  now 
especially  in  the  investigation  of  the  link  which  binds  this 
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structure  to  the  general  physical  system.  The  involvement  of 
the  mammary  gland  in  carcinoma  is  most  frequently  associated 
with  marked  impairment  of  the  general  health,  and  earlier  or 
later  that  condition  known  as  cachexia  is  developed,  so  as  to 
become  characteristic  of  the  progress  of  a  carcinomatous  dis- 
order. There  is  some  plausible  ground  for  doubt  as  to  cause 
and  effect  in  the  local  and  general  manifestations  of  carci- 
noma, and  hence  a  question  in  regard  to  the  circumscribed 
area  of  the  disease  at  the  outset  in  the  tissue  of  the  mammary 
gland.  It  is  held  by  most  observers  that  cancer  of  the  breast 
is  primarily  a  strictly  local  trouble,  and,  if  removed  at  an  early 
period,  must  be  eradicated.  But  either  the  tumor  has  from 
the  outset  a  proclivity  to  reproduction,  or  comparatively  few 
cases  are  operated  on  sufficiently  early  to  arrest  their  progress, 
as  it  is  well  known  that  a  return  of  the  neoplasm  is  the  most 
frequent  result  of  operations  for  the  removal  of  carcinomatous 
tumors  of  the  breast.  This  holds  in  regard  to  the  complete 
as  well  as  the  incomplete  mode  of  operating  in  these  cases,  and 
in  those  patients,  without  enlargement  or  induration  of  the 
axillary  glands,  there  does  not  appear  any  good  and  sufficient 
reason  for  the  invasion  of  this  region  by  the  knife.  There  are 
no  indications  of  trouble  beyond  the  limits  of  the  breast,  and 
under  such  circumstances  it  must  prove  very  difficult,  if  not 
quite  impracticable,  to  identify  the  lymphatic  glands  and  re- 
move them.  If  it  was  simply  a  matter  of  indifference  as  to 
the  effect  of  this  complete  operation  upon  the  patient,  each 
operator  might  cut  and  slash  to  his  heart's  content  in  the  axil- 
lary and  in  the  clavicular  space,  but  when  it  adds  to  the 
traumatism  in  a  way  to  damage  the  prospects  of  recovery,  it 
certainly  should  be  reserved  for  the  removal  of  diseased  lym- 
phatics. Even  in  a  case  of  involvement  of  the  ganglia  in  the 
clavicular  space,  it  is  problematical  whether  the  shock  of 
enucleating  them  may  not  overbalance  any  advantage  which 
can  accrue  from  their  removal. 

In  the  legacy  left  to  the  profession  by  Dr.  Douglas  Morton, 
in  answer  to  the  question,  "  How  should  we  operate  for  mam- 
mary cancer  and  when?"  it  is  held  that  the   "completed 
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operation"  is  not  only  far  more  dangerous  than  the  old  one, 
but  in  an  important  sense  is  still  incomplete  after  all.  As  it 
is  usually  done,  the  axillary  glands  and  some  tissues  about 
them  are  removed.  The  intervening  lymphatic  ducts  that 
may  be  full  of  cancer  cells,  especially  at  their  valves,  are  at 
best  only  partially  removed  ;  the  alveolar  buds  that  shoot  out 
from  every  gland  from  the  moment  it  enters  the  process  of 
becoming  fixed  are  cut  or  torn  through,  causing  cancer  cells 
to  be  scattered  over  the  surface  of  the  wound  soon  to  become 
fixed  as  new  foci.  Furthermore,  the  supra-  and  sub-clavi- 
cular glands  that  in  many,  perhaps  most  of  the  cases,  become 
infected  sooner  or  later,  are  in  the  "  completed  operation  "  as 
it  is  ordinarily  done,  left  intact ;  even  Gross,  a  most  earnest 
advocate  of  this  operation,  removes  these  glands  only  when 
they  are  palpably  enlarged.  Butliu  calls  it  a  "  surgical 
blunder." 

In  order  to  examine  systematically  the  conditions  that  bear 
upon  "  clearing  out "  the  axilla,  Dr.  Morton  claims  that  all 
mammary  cancer  subjects  may  be  divided  into  four  classes : 
(1)  Those  in  which  the  disease  has  not  only  infected  the 
axillary  glands,  but  by  metastasis  or  otherwise  has  involved 
the  internal  tissues  and  organs ;  (2)  those  in  which  these 
glands  have  become  infected,  but  in  which  the  disease  has 
gone  no  further ;  (3)  those  in  which  metastases  have  occuiTed 
without  infecting  the  glands;  (4)  those  cases  in  which  the 
disease  is  as  yet  limited  to  the  mamma.  He  goes  on  to  say 
that  the  cases  of  the  first  class  are  plainly  not  operable.  In 
those  of  the  second,  if  clearing  out  the  axilla  and  removing 
every  gland  in  the  whole  neighborhood  of  the  diseased  breast 
and  the  tissues  around  them,  as  well,  were  to  complete  the 
operation  as  the  term  implies,  it  would  certainly  be  justifi- 
able, provided  the  mortality  after  this  procedure  is  not  too 
great. 

The  statistics  of  local  recurrences  given  by  Gross  in  1888 
are  quoted  by  Morton  as  follows  : 

Of  409  cases,  partial  or  total  extirpation  of  mamma,  with- 
out glands,  was  done  in  96  cases. 

S  Surg  18 
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Recurrence  in  or  near  the  cicatrix,  46  cases,  being  47.91 
per  cent. 

Recurrence  in  cicatrix  and  glands,  31  cases,  being  19.79 
per  cent. 

Recurrence  in  glands  alone,  19  cases,  being  32.29  per  cent. 

Of  amputation  of  breast  with  removal  of  glands,  313  cases. 

Recurrence  in  or  near  cicatrix,  235  cases,  being  75.08  per 
cent. 

Recurrence  in  glands  alone,  38  cases,  being  12.14  per  cent. 

Recurrence  in  both  places,  40  cases,  being  12.77  per  cent. 

These  figures,  Morton  believes,  show  the  impossibility  of 
doing  any  operation  that  deserves  to  be  called  "  completed  " 
after  the  invasion  of  the  axilla  has  taken  place.  They  show, 
too,  that  the  number  of  local  foci,  so  far  from  being  dimin- 
ished, is  certainly  very  much  increased.  These  facts,  taken 
with  the  other  very  important  fact  that  the  immediate  mor- 
tality after  the  "completed  operation"  is  double  (according 
to  the  statistics  of  Butlin)  that  after  the  incomplete,  seem  to 
Morton  to  utterly  condemn  the  former  as  a  life-saving 
measure  in  this  class  of  cases. 

In  the  above  division,  the  third  class  of  cases,  in  which 
metastatic  tumors  have  occurred,  without  antecedent  glandular 
involvement,  are  clearly  not  amenable  to  operation. 

The  fourth  class  embraces  those  cases  in  which  the  cancer 
is  as  yet  strictly  local,  and  hence  eradicable  by  operation. 

Morton  thinks  that  after  the  axillary  glands  have  once 
become  involved,  it  is  highly  improbable  that  the  disease  can 
be  eradicated  by  any  surgical  procedure. 

A  point  of  great  moment,  as  to  the  extent  of  operative  pro- 
cedure, pertains  to  the  leaving  of  any  portion  of  the  mammary 
gland  when  only  partially  implicated  in  the  carcinomatous 
growth.  The  aesthetic  element  should  never  enter  into  the 
decision  of  such  a  vital  question  as  the  arrest  of  carcinoma, 
and  whenever  a  breast  is  the  seat  of  a  malignant  tumor, 
whether  wholly  or  partially  involved,  there  should  be  no 
hesitation  about  removing  the  entire  glandular  structure.  If 
a  part  of  the  mammary  gland  only  seems  to  be  involved,  and 
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it  is  evident  the  knife  can  be  carried  outside  the  neoplasm 
into  the  apparently  sound  tissues  of  the  breast,  there  is  every 
reason  to  believe  that  if  any  portion  of  the  gland  is  left  it  may 
become  the  seat  of  disease  and  that  recurrence  will  most  likely 
follow  the  operation.  On  the  other  hand,  an  entire  ablation 
offers  better  prospects  of  success. 

The  preservation  of  such  part  of  the  skin  as  may  serve  to 
cover  up  the  denuded  surface  of  the  thoracic  wall,  after  re- 
moval of  the  breast,  depends  upon  the  extent  to  which  the 
cutaneous  covering  of  the  tumor  is  adherent,  and  consequently 
involved  in  the  disease.  It  may  be  that  the  direction  of  the 
incision  will  influence  materially  the  capacity  for  bringing  the 
edges  of  the  skin  together,  owing  to  the  looseness  of  the  at- 
tachment and  the  elasticity  of  the  tissues  in  one  direction 
being  greater  than  in  another  so  as  to  favor  traction.  In 
most  cases  saliency  of  the  tumor  admits  of  making  a  double 
elliptical  incision,  so  as  to  take  away  the  adherent  cutaneous 
covering  with  the  diseased  breast,  and  all  the  skin  which  is 
loosely  attached  by  cellular  tissue  may  be  safely  preserved  to 
cover  the  wound  without  undue  traction.  Retentive  ligatures, 
at  the  distance  of  an  inch  or  more  from  the  margin,  may  be 
inserted  at  the  points  of  greatest  tension,  and  between  them 
broad  strips  of  adhesive  plaster  may  be  placed  to  secure  union 
of  the  edges.  If  cancer  of  the  breast  returns  after  removal  it 
is  inculcated  by  most  writers  to  operate  again  and  again,  so 
often  as  the  growth  appears,  and  it  is  held  that  thus  the  life 
of  the  patient  is  prolonged. 

At  the  present  day,  when  a  patient  is  free  from  suffering 
by  an  operation,  under  the  influence  of  anaesthesia,  there  can 
be  no  objection  to  the  repetition  of  cutting  while  the  patient 
is  disposed  to  submit  to  the  knife.  But  a  patient  whose  breast 
was  removed  in  a  carcinomatous  state  some  three  and  a  half 
years  ago,  had  a  return  of  the  disease  within  two  years,  and  took 
matters  into  her  own  hands  by  employing  a  quack  to  treat  it 
with  escharotics.  I  had  occasion  to  examine  this  lady  since, 
and  if  she  was  correct  in  her  conclusion  that  there  was  a 
redevelopment  of  the  cancer,  it  must  be  allowed  that  benefit 
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has  resulted  from  the  escharotic  treatment.  The  healing 
process  has  proceeded  so  that  all  the  wound  is  completely 
cicatrized. 

The  object  lesson  afforded  by  the  good  result  in  the  case 
has  served  to  gain  another  convert  to  escharotic  treatment  in 
the  person  of  another  patient  upon  whose  breast  I  had  per- 
formed a  primary  operation  and  a  colleague  had  done  a 
secondary  operation  for  a  recurred  tumor. 

Being  impressed  with  the  failure  of  the  knife  to  avert  the 
carcinomatous  growth,  the  husband  of  the  lady  acquiesced  in 
her  desire  to  submit  to  the  escharotic  treatment  ou  the  occa- 
sion of  the  reproduction  of  the  tumor  a  second  time.  In  my 
operation  the  mammary  gland  was  removed,  but  finding  no 
involvement  of  the  axillary  gland,  this  region  was  left  un- 
touched. When  the  second  operation  was  determined  upon, 
during  my  absence  from  the  city,  the  colleague  upon  whom  it 
devolved  found  an  enlarged  lymphatic  gland  near  the  anterior 
axillary  fold,  which  was  removed  by  the  extension  of  his  in- 
cision from  the  site  of  the  tumor,  so  as  to  include  this  gland. 

This  complete  operation  did  not  secure  any  better  result 
than  my  incomplete  operation  had  done,  and  within  a  very  few 
months  I  was  called  again  to  verify,  not  alone  the  return  of 
the  tumor,  but  also  the  development  of  the  gland.  My 
opinion  was  requested  as  to  these  growths,  which  were  pro- 
nounced to  be  indications  of  an  unmistakable  kind,  that  the 
carcinomatous  disease  had  not  been  eradicated.  It  was  also 
stated  that,  in  view  of  the  past  failures  with  the  knife,  little 
was  to  be  expected  from  a  third  cutting  operation  for  the  ex- 
tirpation of  the  reproduced  tumor  and  gland,  and  the  husband 
was  left  to  his  own  choice  in  selecting  the  treatment  of 
escharotics  on  this  occasion. 

The  great  suffering  inflicted  upon  the  patient  by  the  em- 
ployment of  escharotics  in  the  treatment  of  malignant 
growths  is  an  objection  of  great  moment,  and  yet  with  the  use 
of  morphine  the  pain  is  so  far  mitigated  as  to  become  bear- 
able. In  a  recent  treatment  of  epithelioma  of  the  nose,  ad- 
vanced to  the  ulceration  stage,  involving  the|ala  and  septum, 
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the  pain  from  the  destructive  action  of  the  Vienna  paste  at  the 
outset  and  the  arsenical  paste  subsequently  required  the  free 
use  of  hypodermatics  of  morphine  and  atropine  to  enable  the 
patient  to  submit  to  their  applications.  He  bore  the  pain  in 
the  spirit  of  martyrdom,  as  I  had  advised  removal  with  the 
knife  and  then  to  perform  a  plastic  operation  immediately  to 
rebuild  the  nose  from  the  tissues  of  the  cheeks.  Upou  his 
urgent  request  to  have  the  escharotic  used,  I  resorted  to  this 
mode  of  treatment  under  protest,  telling  him  that  it  would 
leave  him  greatly  disfigured  to  effect  a  thorough  eradication  of 
the  cancer.  He  seems  to  be  now  free  from  disease  after  the 
destruction  of  almost  the  entire  nose. 

The  relative  advantages  of  the  knife  and  cauteries  in  the 
management  of  carcinoma  depend  very  much  upon  the 
progress  of  the  disease.  In  the  incipiency  of  the  local 
trouble  there  can  be  no  doubt  in  regard  to  the  excision  being 
preferable  to  cauterization,  but  after  full  development  of  a 
tumor  with  a  tendency  to  degeneration  and  breaking-down  of 
its  structure  the  resort  to  escharotics  has  its  advantages  in  ex- 
tending to  the  remote  ramifications  of  the  disease.  It  is  a 
prevalent  impression  that  certain  caustic  applications  attack 
the  diseased  structure  without  affecting  the  sound  tissues,  and 
that  the  so-called  roots  of  a  cancer  are  thus  destroyed.  There 
seems  to  be  some  just  foundation  for  this  belief  in  regard  to 
the  application  of  arsenic,  but  the  destructive  effect  of  caustic 
potash  in  the  form  of  Vienna  paste  extends  to  every  vital  struc- 
ture with  which  it  comes  in  contact,  and  the  same  holds  in 
reference  to  the  plaster  of  sulphuric  acid  and  charcoal  as  an 
escharotic. 

The  chloride  of  zinc  application  is  not  accompanied  with  so 
much  pain  as  the  previous  named  escharotics,  and  yet  does  not 
prove  so  effective,  owing  to  its  less  destructive  agency. 

Quite  a  number  of  vegetable  products  have  been  likewise 
employed  for  the  treatment  of  cancerous  affections,  but  are 
not  so  prompt  and  radical  in  their  effects  as  the  chemical 
escharotics,  and,  as  a  consequence,  require  a  longer  time  to 
bring  about  the  disintegration  of  the  morbid  growth. 
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One  of  the  most  serious  obstacles  to  the  progressive  im- 
provement of  caustic  means  applied  by  so-called  doctors  is 
the  infatuation  that  their  interests  are  best  served  by  secrecy 
as  to  the  remedies  used  by  them.  The  people  who  seek  their 
advertised  treatment  are  imposed  upon  by  the  air  of  mystery 
thrown  around  their  procedures,  and  if  the  facts  were  known, 
it  would  appear  clearly  that  there  was  no  virtue  in  their 
drugs. 

The  treatment  of  carcinomatous  tumors  of  the  breast  with 
caustics  has  been  tested  fully  by  Bougard,  of  Belgium.  His 
paste  contains  chloride  of  zinc,  arsenic,  cinnabar,  and  corrosive 
sublimate.  Of  one  hundred  and  sixty  cases,  sixty-two  (or 
nearly  40  per  cent.)  were  free  from  recurrences  three  years 
after  treatment. 

Bougard's  experience  leads  to  the  inference  that  there  is 
something  connected  with  the  escharotic  application  in  cases 
of  carcinoma  which  is  more  pervading  and  far-reachiug  than 
simple  excision  with  the  knife.  As  this  cauterization  does 
not  look  to  the  dissection  of  the  glands  from  the  axilla  or 
clavicular  region,  it  seems  that  this  is  not  requisite  to  secure 
the  most  favorable  results. 

Having  received  a  circular  letter  some  two  months  ago, 
embodying  interrogations  upon  various  points  connected  with 
cancer  of  the  breast,  it  may  not  be  out  of  place  to  incorporate 
them  with  my  replies : 

1.  Have  you  ever  seen  a  breast  cancer  heal  spontaneously  ? 
Answer :  No. 

2.  Have  you  ever  lost  a  case  as  the  direct  result  of  opera- 
tion, since  the  event  of  antiseptic  methods?  Answer  :  Yes. 
A  single  case  of  encephaloid  cancer  of  the  breast  of  large 
proportions  and  necessitating  extensive  exposure  of  the  thoracic 
wall,  died  from  shock  six  hours  after  complete  ablation  of  the 
mammary  gland. 

3.  About  what  is  the  expectation  of  life  after  operation? 
Answer :  This  depends  to  a  large  exteut  upon  the  period  at 
which  an  operation  is  undertaken  ;  those  done  early  recover, 
and  those  delayed  rarely  escape  a  fatal  termination. 
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4.  Have  you  any  case  of  survival  of  operation  without 
recurrence  longer  tbau  three  years  ?  Answer  :  One  case  was 
operated  upon  nearly  five  years  ago,  who  has  had  no  return 
of  disease,  and  is  iu  good  health  at  present.  The  entire 
breast  was  removed  without  entering  the  axilla. 

5.  Have  you  any  cases  of  survival  of  operation  for  three 
years,  and  later  development  of  cancer  ?      Answer  :  No. 

6.  About  how  many  cases  have  you  operated  upon  ? 
Answer  :  Ten  cases,  within  the  past  ten  years. 

7.  Has  it  been  your  invariable  practice  to  reuiove  the 
axillary  glands  at  the  time  of  operation,  or  merely  in  cases 
when  there  was  evidence  of  involvement?  Answer:  The 
axilla  has  not  been  opened  except  when  there  was  evident  en- 
largement and  induration  of  the  lymphatic  glands  ;  and  my 
observation  of  a  departure  from  this  course  by  others  has  not 
proved  satisfactory.  There  is  ground  for  doubt  as  to  the 
advantage  of  removing  the  lymphatic  glands  even  when 
involved  in  the  disease. 

The  above  interrogations  were  sent  by  Dr.  Edward  A. 
Shumway,  of  Philadelphia,  and  he  has  kindly  supplied  the 
following  statistics : 

1.  No  spontaneous  cure  of  breast  cancer  reported.  Ex- 
pectancy of  life  without  operatiou  :  Gross,  Winiwarter,  and 
Oldekop,  27.1  months ;  Sprengel,  27  months ;  Sibley,  32 
months  ;  Baker,  43  months. 

2.  Mortality  of  operation  :  Winiwarter,  Oldekop,  Henry, 
Sprengel,  Kiiste,  varying  from  10  to  15  per  cent. ;  Fisch, 
16  per  cent. ;  Gross,  16.7  per  cent. ;  Korteweg,  20  per  cent. ; 
Billroth,  23  per  cent. ;  Butlin,  5  per  cent. ;  Dennis  (N.  Y.), 
1.4  per  cent.  J.  W.  AVhite  and  J.  D.  Bryant  report  no  mor- 
tality. 

3.  Expectation  of  life  with  operation  :  Gross,  Winiwarter, 
and  Oldekop,  39  months.  Average  time  of  increase  of  ex- 
pectation, 12  months,  if  operated  on  early  and  with  radical 
operation. 

4.  Percentage  of  permanent  cure  (after  three  years)  :  Gross, 
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9.05  per  cent. ;  Oldekop  and  Sprengel,  11.7  per  cent. ;  Fisch, 
10.2  per  cent. ;  Butlin,  10  per  cent,  sure,  probably  12  to  15 
per  cent. ;  Dennis,  20  to  25  per  cent. 

Dr.  Dennis,  of  New  York,  read  a  very  capital  paper  on 
the  question  of  recurrence  before  the  American  Surgical  As- 
sociation in  September,  1891,  which  contains  a  good  review 
of  the  subject. 

DISCUSSION. 

Dr.  "Willis  F.  "Westmoreland,  of  Atlanta,  Ga. — I  did  not 
hear  all  of  the  Doctor's  paper,  much  to  my  regret,  but  I  must 
say  I  was  very  much  surprised  at  the  position  taken  in  reference 
to  the  axillary  glands  when  statistics  show  that  90  per  cent,  of 
recurrences  are  in  these  glands.  I  think  they  ought  to  be  taken 
out  in  the  primary  operation.  And  another  point  which  I  think 
is  very  important  is  the  fact  that  the  removal  of  the  axillary 
glands  is  not  thoroughly  done  by  surgeons.  If  you  will  follow 
the  anatomy  of  these  glands,  my  experience  has  been  that  those 
who  remove  the  glands  in  the  axilla  thoroughly  seem  to  have 
forgotten  the  fact  that  there  is  a  chain  of  glands  under  the  border 
of  the  pectoral  muscle.  In  a  great  many  cases  which  have  come 
into  my  hands,  where  recurrence  has  taken  place,  it  has  been  just 
under  the  border  of  the  pectoral  muscle.  This  muscle  should  be 
felt  for  and  the  glands  removed.  My  personal  experience  has 
been  in  these  operations  that  I  can  accomplish  the  removal  of  the 
glands  much  more  satisfactorily  with  the  scissors,  and  enucleation 
with  my  fingers,  than  by  the  knife.  I  do  not  think  there  ought 
to  be  any  question  at  all  about  the  fact  that  in  any  malignant 
disease  the  glands  should  be  removed.  I  think  the  mortality  is 
very  much  increased  by  the  fact  that,  for  the  majority  of  patients 
we  see  in  consultation,  the  surgeon  is  already  educated  to  operate 
promptly,  but  the  general  practitioner  is  not.  He  advises  her  to 
leave  it  alone  awhile,  and  if  it  does  not  give  any  trouble  not  to 
have  it  operated  on.  In  the  majority  of  cases  where  they  fall  into 
the  hands  of  the  surgeon,  involvement  of  the  axillary  glands  has 
already  taken  place.  A  carcinomatous  growth  is  the  bete  noir  of  the 
surgeon,  whether  it  occurs  in  the  breast  or  in  any  other  region. 
I  am  quite  sure  if  the  Doctor  or  any  of  us  will  watch  our  cases 
after  operation,  where  we  have  had  a  malignant  growth  to  deal 
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with,  and  have  not  thoroughly  removed  the  axillary  glands,  we 
will  find  frequently  they  have  passed  into  the  hands,  in  from  two 
to  six  months,  of  other  surgeons  who  have  done  a  secondary  opera- 
tion, removing  what  we  should  have  done  at  the  primary  pro- 
cedure. I  am  satisfied  of  that  from  personal  experience.  I 
have  made  a  good  many  secondary  operations  in  these  cases. 
Simple  enucleation  of  the  breast  without  the  removal  of  the 
glands  was  practiced  in  the  preliminary  operation,  and  in  a  few 
months  the  case  passed  into  the  hands  of  some  one  else.  The 
patient  loses  confidence  in  the  surgeon  who  did  the  first  operation. 
All  of  the  structures  involved  in  the  diseased  process  should  be 
removed  at  the  primary  operation.  I  think  if  all  of  the  glands 
are  removed  primarily  the  mortality  from  these  growths  would 
be  very  much  reduced,  and  our  recurrences  less  frequent,  or,  of  a 
much  longer  date. 

Dr.  A.  M.  Cartledge,  of  Louisville,  Ky. — I  am  very  sorry 
that  I  heard  only  the  latter  part  of  Dr.  Gaston's  excellent  paper. 
On  one  or  two  occasions,  within  the  last  two  or  three  years,  I 
have  heard  the  assertion  made  in  papers  and  society  discussions, 
that  it  was  the  belief  of  the  authors  that  the  results  from  the  use 
of  escharotics  in  the  hands  of  charlatans  gave  as  good  results  as 
operations  by  surgeons  in  cases  of  malignant  disease  of  the  mam- 
mary gland.  Now,  Mr.  President,  I  am  prepared  to  believe  that 
this  is  true  so  far  as  operations  were  concerned  in  the  past.  As 
I  compare  the  manner  in  which  I  formerly  operated  on  these 
cases  with  my  present  mode,  and  compare  my  former  results 
with  those  of  the  present,  I  can  see  the  mistake  was  not  in  the 
method  used,  but  was  with  myself.  I  have  always  had  an  abiding 
faith  in  the  doctrine  that  the  knife  was  the  best  thing  to  remove 
a  cancerous  breast,  or,  in  fact,  a  malignant  growth  in  any  part 
of  the  body.  We  can  direct  it,  we  can  control  it,  we  can  go 
where  we  want  to.  Such  is  not  the  case  with  such  agents  as 
escharotics.  Now,  these  seemingly  favorable  results  from  the 
quack  come  from  the  fact  that  he  was  bold  in  the  application  of 
escharotics ;  but  I  deny  the  power  of  escharotics  to  arrest  a 
malignant  process.  These  charlatans  were  more  bold  in  the 
application  of  escharotics  in  malignant  disease  of  the  breast  than 
surgeons  were  with  the  knife.  I  have  excised  fully  a  dozen  cases 
of  mammary  carcinoma,  where  I  can  look  back  and  say  I  was 
quite  sure  I  left  some  of  the  malignant  disease  behind,  and  re- 
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currence  would  occur  six  or  eight  months  later  in  the  cicatrix,  or, 
perhaps,  there  would  be  involvement  in  the  axillary  region.  The 
pectoral  fascia  that  I  formerly  left  in  my  operations  I  now-  re- 
move in  every  case. 

I  agree  with  the  last  speaker  in  that  it  is  impossible  to  tell  when 
we  have  lymphatic  involvement  by  external  palpation  in  these 
cases.  I  find  as  a  common  thing,  short  of  actual  involvement  of 
the  lymphatic  glands  in  cancer  of  the  breast,  extending  along 
the  lymphatic  vessels,  little  nodular  formations  which  cannot  be 
felt  until  you  extend  the  incision  and  pick  them  up.  Recently  I 
have  had  Professor  Visseman  make  sections  in  such  cases  at  the 
operating-table,  and  in  the  upper  margin  of  one  such  case,  when 
I  thought  I  had  gone  beyond  the  diseased  area,  the  section 
revealed  carcinomatous  cells.  The  incision  was  then  extended 
up  to  the  clavicle,  the  pectoral  fascia,  the  structures  in  the  axilla 
cleaned  out  around  the  veins,  and  every  gland  possible  removed. 
When  we  do  such  operations  as  this  I  am  satisfied  recurrences 
will  be  more  prolonged,  and  that  we  will  not  be  chagrined  about 
so  many  of  them.  The  longest  case  of  recurrent  carcinoma  I 
have  had  is  about  four  and  a  half  years.  I  have  had  several 
cases  to  go  two  years  before  recurrence  took  place.  My  earlier 
cases  were  discouraging.  Out  of  my  first  twelve,  every  one  of 
them  recurred,  and  I  am  satisfied  the  fault  was  with  myself  and 
not  with  the  operative  procedure. 

Dr.  James  A.  Goggans,  of  Alexander  City,  Ala. — I  have 
done  a  good  many  operations  for  carcinomatous  tumors  of  the 
breast,  and,  I  must  say,  I  am  an  advocate  of  early  and  complete 
removal.  I  recall  to  mind  several  cases  where  I  have  been  in 
doubt  as  to  the  diagnosis  before  removal  of  the  tumors ;  but  I 
removed  them,  and  the  patients  are  still  perfectly  well.  I  have 
operated  very  late  in  several  instances,  and  my  patients  are  nearly 
all  dead. 


DIAGNOSIS  OF  SOME  ABDOMINAL  TUMORS 
SUPPOSED  TO  BE  OVARIAN. 


By  J.  A.  Gogoans,  M.D., 
Alexander  City,  Ala. 


The  first  requisite  of  the  abdominal  or  pelvic  surgeon  is 
to  acquire  the  ability  to  make  a  diagnosis.  Our  text-books 
often  lead  one  to  believe  that  this  is  quite  an  easy  thing  to 
do,  and  I  have  noticed  that  a  few  writers  have,  in  referring 
to  their  diagnosis  of  a  series  of  abdominal  sections  for  dif- 
ferent diseases,  stated  that  no  mistake  in  diagnosis  was  made 
in  the  whole  series. 

Now  my  experience,  which  I  believe  corresponds  with  that 
of  many  others,  does  not  lead  me  to  believe  that  the  diagnosis  of 
many  abdominal  tumors  is  always  such  an  easy  thing  to  do, 
and  I  wish  to  report  a  few  cases  which  have  come  under  my 
observation  which  will  serve  to  illustrate  the  fact  that  the 
diagnosis  of  many  cases  is  often  difficult,  and  in  some  cases 
indeed  quite  impossible. 

A  woman,  twenty-five  years  of  age,  was  taken  with  pelvic 
pains  after  the  birth  of  her  first  and  only  child.  This  pain  con- 
tinued for  two  years  before  the  abdomen  began  to  enlarge,  and 
at  the  time  I  saw  her  and  removed  the  tumor  the  abdomen  was 
extremely  distended.  The  physician  in  charge  of  her  had  tapped 
her  three  times  and  had  withdrawn  large  quantities  of  thin  fluid, 
and  was  very  positive  in  his  diagnosis  that  an  ovarian  cyst 
existed.  The  abdomen  was  so  full  of  fluid  that  all  the  land- 
marks were  obliterated ;  I  consequently  could  not  make  a  posi- 
tive diagnosis.  However,  I  recognized  it  as  being  some  obscure 
form  of  pelvic  disease,  and  opened  the  abdomen  for  its  removal. 
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Upon  opening  the  abdomen  a  large  quantity  of  ascitic  fluid 
escaped,  when  a  small  dermoid  cyst  was  found  floating  in  the 
pelvis.     She  made  a  perfect  recovery. 

The  following  case  is  one  full  of  interest,  since  such  a 
mistake  in  diagnosis  is  not  commonly  made  : 

The  patient,  thirty  years  of  age,  had  four  or  five  children,  the 
last  two  years  of  age.  Her  abdomen  was  becoming  quite  large, 
but  at  the  same  time  she  was  having  repeated  hemorrhages,  and 
the  diagnosis  of  pregnancy  was  made,  with  perhaps  the  compli- 
cation of  placenta  praevia.  At  the  time  I  first  saw  her,  in  consulta- 
tion, the  abdomen  contained  quite  a  quantity  of  ascitic  fluid  in 
which  there  was  floating  a  large,  more  or  less  solid,  tumor,  fluc- 
tuation in  it  being  very  indistinct ;  in  fact,  the  fluid  in  the  cyst 
was  only  semi-fluid.  From  the  more  or  less  fixity  of  this  tumor, 
it  seemed  a  very  unfavorable  case  on  which  to  operate,  but  as 
the  chances  for  recovery  without  operation  were  slender  I 
advised  the  operation  to  be  done,  and  here  present  the  speci- 
mens which  were  removed.  You  will  perceive  that  one  of  them 
is  a  multilocular  cyst  of  the  ovary,  and  the  other  ovary  enlarged, 
solid,  and  in  quite  a  different  pathological  condition.  This 
patient  made  a  perfect  recovery. 

The  following  case  is  one  of  extreme  interest,  and  has 
already  been  extensively  published,  but  I  mention  it  here 
only  to  illustrate  the  fact  that  the  diagnosis  was  impossible 
without  resorting  to  exploratory  incision  : 

The  patient,  twenty-one  years  of  age,  had  been  in  bad  health 
for  about  two  years,  but  her  abdominal  pains  had  existed  only 
about  eight  or  ten  months.  The  abdomen  began  to  enlarge  only 
three  months  before  I  first  saw  her.  Her  father  and  brother, 
both  physicians,  and  also  several  other  physicians,  had  treated 
her  for  abdominal  dropsy,  and  at  the  time  of  the  first  examina- 
tion that  I  made  I  thought  I  had  to  deal  with  an  ovarian  cyst. 
Upon  further  investigation  I  recognized  it  as  some  obscure  form 
of  abdominal  cyst  whose  attachments  were  high  up  in  the 
abdomen,  and  which  could  only  be  elucidated  by  an  exploratory 
incision.  The  incision  was  made,  and  the  cyst  proved  to  be  one 
of  the  mesentery.     Long  loops  of  intestine  were  deeply  imbedded 
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in  its  walls  ;  therefore  the  removal  of  the  sac  was  impossible.  A 
point  on  the  walls  of  the  cyst  as  remote  as  possible  from  blood- 
vessels and  intestine  was  incised  and  the  sac  emptied  of  more 
than  a  gallon  of  a  thin,  dark-colored  fluid,  the  incised  lips  drawn 
into  the  abdominal  incision,  a  glass  drainage-tube  introduced  to 
the  bottom  of  the  cyst,  and  drainage  kept  up  until  recovery  was 
complete.  This  case  is  also  interesting  from  the  fact  that  it  is 
the  only  case  which  has  ever  been  reported  in  America  in  which 
recovery  took  place  after  operation  for  cyst  of  the  mesentery, 
and  perhaps  the  only  case  where  operation  was  undertaken  for 
exactly  the  same  condition  in  this  country.  This  operation  was 
done  in  February,  1891,  and  the  patient  is  still  in  perfect  health. 

I  here  show  you  a  specimen  which  you  will  perceive  is 
the  uterus,  containing  an  interstitial  fibroid  with  the  appen- 
dages attached.  She  was  forty-one  years  of  age,  a  great  suf- 
ferer, and  was  anxious  to  have  this  tumor  removed.  I  was 
called  to  operate  for  ovarian  tumor,  but  the  specimen  explains 
itself,  and  was  a  supra- vaginal  hysterectomy.  (The  operation 
was  done  in  a  remote  part  of  the  country,  ably  assisted  by  my 
friend  Dr.  Coley). 

I  remember  to  have  seen  a  woman  in  the  Samaritan  Hos- 
pital service  of  Dr.  Bantock,  who  was  examined  by  all  the 
surgeons  of  the  hospital,  and  the  diagnosis  of  probable  uterine 
fibroma  complicated  by  ascites  was  made.  She  was  operated 
upon  by  Dr.  Bantock,  and  the  result  turned  out  to  be  a  large 
ovarian  cyst  with  exceedingly  thick  walls,  whose  contents 
were  only  semi-fluid.     Twist  of  the  pedicle. 

I  am  sorry  to  know  that  there  is  still  a  large  number  of 
worthy  medical  men  who  cling  to  the  idea  that  the  abdominal 
surgeon  should  still  place  all  confidence  in  the  use  of  the 
uterine  sound  in  order  to  arrive  at  a  diagnosis  in  disease  of 
the  pelvic  organs.  And  also  to  require  of  him  to  make  an 
absolutely  correct  diagnosis,  explaining  at  the  same  time  all 
the  pathological  changes  that  have  taken  place,  before  an 
operation  is  undertaken.  Now,  I  must  think  that  all  abdom- 
inal surgeons  of  much  experience  often  encounter  serious 
difficulty  in  the  diagnosis  of  many  cases,  and  that  we  should 
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exhaust  every  known  means  at  our  disposal  to  make  a  perfect 
diagnosis  ;  but  after  doing  all  this  there  are  still  many  cases 
where  an  absolutely  exact  diagnosis  is  impossible ;  but  mani- 
fest serious  abdominal  disease  exists,  and  our  course  is  quite 
clear — that  we  should  not  wait  for  the  post-mortem  table  to 
clear  our  way,  but  should  boldly  make  an  exploratory  in- 
cision and  give  the  patient  a  chance  for  life.  I  could  mention 
many  more  cases  illustrative  of  the  fact  that  many  lives  have 
been  saved  which  would  without  exploratory  incision  have 
been  sacrificed. 

I  hope  I  may  live  to  see  the  day  when  all  of  our  general 
practitioners  of  medicine  will  view  this  class  of  diseases  from  a 
broad  standpoint,  since  such  as  are  impossible  of  diagnosis 
will,  if  left  alone,  necessarily  result  in  death,  without  explora- 
tory incision. 

DISCUSSION. 

• 

Dr.  Lewis  S.  McMurtry,  of  Louisville,  Ky. — Mr.  President : 
The  paper  just  presented  is,  I  think,  an  important  one,  inasmuch 
as  it  deals  with  a  subject  as  interesting  and  important  as  could 
possibly  be  brought  before  us.  We  are  too  apt  to  forget  that  the 
diagnosis  of  abdominal  tumors  and  of  pelvic  diseases  is  only 
secondarily  determined  by  the  man  who  operates  for  them.  The 
diagnosis  of  these  cases  and  the  determination  of  operative  treat- 
ment, which  require  diagnostic  accuracy,  are  the  work  of  the 
family  doctor.  I  have  been  very  much  pleased  to  notice  in  my 
own  work  in  the  last  few  years  how  rapidly  the  profession  has 
gained  ground  in  the  diagnosis  of  pelvic  diseases  and  abdominal 
tumors.  I  can  readily  recall  the  time  when  I  was  subjected  to 
severe  criticism  in  a  number  of  cases,  and  oftentimes  with  disas- 
trous results  temporarily  among  the  laity,  by  having  it  said  that 
the  operation  in  a  certain  case  was  performed  without  the  condi- 
tion for  which  I  operated  being  found.  We  all  know  now  that 
this  is  a  common  thing,  and  it  does  not  reflect  upon  any  one's 
skill  whatever.  The  laity  were  a  long  time  in  appreciating  that 
fact,  and  considered  it  a  piece  of  inaccuracy  on  the  part  of  those 
dealing  with  intra-abdominal  diseases. 

One  is  very  apt  to  come  to  the  conclusion  that  he  has  reached 
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a  very  high  degree  of  excellence  in  diagnostic  research,  and  finds 
out  later  that  he  is  mistaken.  I  believe  it  requires  a  large  experi- 
ence, and  much  larger  than  we  have  been  accustomed  to  allowing, 
for  a  man  with  deftness  of  touch,  educated  sensibility  in  the 
fingers,  to  make  a  diagnosis  of  pelvic  disease.  In  the  second 
place,  when  it  comes  to  large  tumors,  I  have  noticed  it  to  be  the 
custom  of  those  who  have  had  the  largest  experience  in  dealing 
with  these  tumors,  that  they  were  the  most  reluctant  to  give  a 
positive  opinion.  I  recall  a  lesson  which  I  learned  from  an  ex- 
perience several  years  ago,  where  I  undertook  to  do,  as  I  thought, 
an  ovariotomy.  After  the  abdomen  was  opened  I  found  a  tumor 
that,  I  am  sure,  no  one  could  discern  from  an  ovarian  tumor.  On 
putting  the  trocar  into  it  nothing  came  through  the  instrument 
except  a  little  blood.  It  was  an  cedematous  myo-fibroma  of  the 
uterus.  I  do  not  believe  any  one  can  diagnose  these  cases  with 
certainty ;  and  you  will  find  in  Mr.  Greig  Smith's  work  on 
Abdominal  Surgery,  that  he  says  a  diagnosis  of  encysted  tubercu- 
lar dropsy  of  the  peritoneum  is  absolutely  indistinguishable  from 
ovarian  cystoma.  Hence  no  one  needs  to  feel  the  slightest  self- 
reflection  in  failing  to  make  a  distinction  between  these  tumors ; 
but  the  important  practical  lesson  to  be  deduced  from  it  is  this  : 
in  dealing  with  such  growths  as  a  cyst  of  the  mesentery  or 
fibroma  of  the  uterus,  even  with  a  firm  conviction  before  you 
begin  the  incision,  it  is  always  well  to  prepare  for  an  error  in 
diagnosis.  The  surgeon  should  be  prepared  to  do  whatever  the 
opening  of  the  abdomen  indicates  to  be  necessary. 

One  other  point,  Mr.  Chairman,  and  that  is  in  regard  to  ex- 
ploratory incision.  There  is  a  great  deal  of  confusion  in  the 
professional  mind  in  regard  to  the  limitations  of  exploratory  in- 
cision as  a  diagnostic  resource  in  abdominal  diseases.  A  few 
years  ago  Dr.  T.  Gaillard  Thomas  wrote  an  article  on  this  sub- 
ject in  his  characteristic,  winning,  flowing  language,  and  con- 
veyed the  impression  to  a  great  many  that  in  case  there  was  the 
slightest  doubt  in  diagnosis,  it  was  proper  to  open  the  abdomen 
to  see  what  was  the  matter  with  the  patient.  While  I  do  not 
mean  to  attribute  that  language  to  Dr.  Thomas,  still  that  was 
the  effect  of  the  article  written  by  him,  and  numerous  other 
articles  that  have  been  promulgated  by  others  in  recent  years. 
It  is  altogether  wrong.  Opening  the  abdominal  cavity  never  will 
cease  to  be,  as  any  other  surgical  operation,  without  some  danger 
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attached  to  it,  and  even  in  skilled  hands  we  are  not  warranted  in 
speaking  of  it  as  having  no  risk.  It  is  an  important  surgical 
procedure,  and  no  procedure  should  be  undertaken  unless  for 
definite  and  palpable  reasons.  When  we  have  to  resort  to  an 
exploratory  incision  I  maintain  that  a  reasonably  high  standard 
of  diagnostic  skill  should  have  been  exhausted  before  the  explor- 
atory incision  is  resorted  to.  When  one  who  has  by  an  appren- 
ticeship, by  tactile  education,  so  familiarized  himself  with  pelvic 
diseases  and  pelvic  pathology,  with  large  and  small  tumors,  and 
with  numerous  observations  in  the  abdominal  cavity ;  when  a 
man  has  so  educated  himself,  and  after  a  careful  examination  is 
unable  to  reach  a  diagnosis,  and  the  life  of  the  patient  is  endan- 
gered, then,  and  not  till  then,  should  an  exploratory  incision  be 
made  as  a  diagnostic  resource.  And  the  diagnosis  so  obtained 
should  be  the  primary  step  of  a  complete  operation  when  indi- 
cated. 

Dr.  Cornelius  Kollock,  of  Cheraw,  S.  C. — Speaking  of  the 
difficulties  of  diagnosis  of  these  tumors,  three  years  ago  a  woman 
came  to  me  from  some  distance  with  a  distended  abdomen.  It 
seemed  hard,  solid,  and  I  thought  it  was  a  cyst  or  something  of 
that  kind.  It  was,  however,  difficult  to  make  out  at  first  the 
nature  of  the  tumor.  I  made  an  exploratory  incision,  cutting 
down  on  to  it.  I  had  two  intelligent  physicians  with  me,  one  of 
them  having  had  considerable  experience  in  ovariotomy.  I  felt, 
after  I  took  hold  of  the  tumor,  that  the  bowel  apparently  went 
into  the  tumor  and  emerged  on  the  opposite  side.  We  saw  that 
it  was  utterly  impossible  to  remove  it  on  account  of  the  extensive 
and  dense  adhesions.  We  closed  up  the  incision ;  the  woman 
lived  two  years.  When  she  died  I  made  a  post-mortem ;  the 
tumor  was  an  enormous  size — I  cannot  give  the  dimensions  of  it. 
It  was  adherent  to  everything  in  the  abdominal  cavity — bowel, 
bladder,  kidneys,  etc.  The  only  way  to  take  it  out  was  to 
remove  the  entire  organs  of  generation ;  in  fact,  to  empty  the 
abdominal  and  pelvic  cavities  of  all  their  contents.  This  great 
mass  was  firmly  adherent  to  the  stomach  and  liver. 

Dr.  James  McFadden  Gaston,  of  Atlanta,  Ga. — I  desire 
to  make  an  allusion  to  a  case  supposed  to  be  a  pancreatic  cyst, 
which  proved  to  be  something  else.  It  is  well  to  bring  this  class 
of  cases  to  the  attention  of  those  who  are  familiar  with  abdom- 
inal surgery.     On  this  occasion  my  colleague  and  myself  were 
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misled  by  recent  reports  of  Dr.  Serm  with  reference  to  some  in- 
vestigations and  operations  of  his  on  pancreatic  cysts.  The 
patient  was  a  young  woman,  in  whom  the  history  of  the  tu moi- 
led us  most  certainly  to  the  conclusion  that  it  commenced  above 
the  line  of  the  umbilicus.  No  induration  could  be  felt  below 
this  line.  There  was  an  impingement  upon  the  diaphragm,  and 
from  the  fact  that  there  was  slight  mobility  it  might  have  been 
supposed  to  be  a  large  and  indurated  liver.  The  woman  was 
operated  upon  under  the  impression  that  she  had  a  pancreatic 
cyst.  An  incision  was  made  above  the  umbilicus,  a  drainage- 
tube  inserted,  the  fluid  drawn  off,  with  suturing  of  edges,  aud  the 
result  of  the  case  was  fatal.  The  operator  and  myself — although 
I  was  consultant,  and  was  not  immediately  in  charge  of  the  case 
— were  impressed  with  the  idea  that  we  would  verify  our  diagno- 
sis. We  made  application  for  a  post-mortem,  which  revealed  a 
multilocular  ovarian  tumor,  flattened  on  the  lower  posterior  por- 
tion of  the  abdomen,  and  bulging  out  around  the  umbilicus.  It 
was  an  ovarian  tumor  supposed  to  be  something  else. 

Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala. — I  desire  to  refer 
very  briefly  to  one  case  Dr.  Goggans  reports,  which  is  interesting 
from  the  fact  of  not  only  the  difficulty  of  making  a  diagnosis, 
but  the  rarity  of  the  condition,  this  being  the  only  successful  case 
reported  in  this  country.  I  saw  this  case  in  consultation  with 
him  at  Columbus,  Ga.,  and  I  wish  to  state  that  there  was  great 
doubt  in  his  mind  about  its  being  an  ovarian  tumor,  and  I  agreed 
with  him  that  it  was  a  cyst,  but  not  an  ovarian  cyst,  and,  as  he 
says,  we  found  it  to  be  a  cyst  of  the  mesentery  with  the  intes- 
tines in  the  walls  of  it. 

A  case  of  hydramnion  sometimes  very  much  resembles  an 
ovarian  cyst.  I  have  had  two  cases  in  my  own  practice  in  which 
it  was  difficult  to  make  the  diagnosis.  Some  years  ago  I  saw  a 
very  eminent  English  surgeon  remove  the  uterus  in  this  condi- 
tion, and  after  handing  it  to  the  nurse  he  asked  what  was  in  it. 
Her  reply  was,  "  Twins." 

Dr.  Bedford  Brown,  of  Alexandria,  Va. — I  wish  to  cite 
the  history  of  a  few  cases  of  abdominal  tumor  that  had  unique 
results.  One  was  a  case  of  ovarian  tumor  which  occurred  in  my 
practice  some  twelve  or  fifteen  years  ago.  The  patient  desired 
me  to  perform  paracentesis.  It  was  quite  a  large  tumor.  I  did 
so,  and  drained  away  a  large  quantity  of  fluid.     The  tumor  was 
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doubtless  unilocular.  After  the  removal  of  the  trocar  the  tumor 
continued  to  drain  through  the  opening.  The  drainage  was  con- 
tinued for  weeks,  and  finally  the  tumor  began  to  dimmish  in  size, 
the  abdomen  became  smaller,  until  there  was  a  radical  disappear- 
ance of  the  tumor.  The  woman  is  now  about  sixty  years  of  age, 
and  in  the  enjoyment  of  perfect  health. 

Another  case  was  one  of  fibroid  which  occurred  in  a  German 
lady,  forty-seven  years  of  age.  She  had  had  severe  hemorrhages 
for  several  years.  A  submucous  fibroid  formed  in  the  uterus, 
which  was  as  large  as  the  head  of  an  infant.  On  one  occasion, 
for  the  purpose  of  arresting  hemorrhage,  I  tried  hypodermatic  in- 
jections of  ergot ;  I  tried  it  by  the  mouth  ;  finally  I  commenced 
giving  ergot  in  from  two-  to  three-drachm  doses  per  rectum,  and 
within  twelve  hours  a  series  of  uterine  contractions  commenced 
which  were  more  violent  than  any  case  of  labor  that  I  have  ever 
seen  in  my  life,  and  I  have  seen  about  two  thousand.  I  was 
compelled  to  use  hypodermatics  of  morphine  to  relieve  the  pain. 
These  contractions  went  on  for  forty-eight  hours,  and  finally  as 
completely  amputated  the  tumor  as  it  could  be  done  with  the 
knife.  The  tumor  had  no  pedicle ;  it  was  about  four  inches  at 
its  base  and  four  inches  in  depth.  It  was  completely  incised  by 
uterine  contractions,  and  was  expelled  per  vias  maturates.  Since 
that  time  there  has  been  no  recurrence  of  hemorrhage.  The 
size  of  the  uterus  has  diminished,  so  that  at  present  it  is  prob- 
ably not  more  than  three  inches  in  length ;  and  in  this  case  there 
has  never  been  any  return  of  hemorrhage,  and  the  patient  has 
passed  the  crisis  safely. 

Dr.  Goggans. — I  wish  to  state  that  I  did  not  introduce  the 
sound  in  trying  to  make  a  diagnosis  in  this  case.  By  examina- 
tion you  will  see  that  the  uterine  cavity  is  almost  completely 
obliterated,  and  that  the  cavity  which  you  see  was  made  with 
the  knife. 

Dr.  Cunningham  has  asked  me  why  some  of  these  women  have 
such  terrible  hemorrhages.  This  woman  did  not  have  a  very 
severe  hemorrhage,  but  I  show  you  the  specimen  where  the 
patient  did  have  a  terrible  hemorrhage.  I  did  not  refer  to  this 
case  in  my  paper.  You  will  see  that  this  is  the  uterus  (illus- 
trating), and  that  (pointing  to  specimen)  the  intra-uterine  fibroid, 
and  this  (the  tumor)  developed  on  the  sides  of  the  uterus.  This 
tumor  was  bound  down  by  adhesions,  and  was  difficult  of  re- 
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moval.  I  want  to  say,  however,  that  I  do  not  claim  the  honor 
of  doing  that,  as  the  case  was  operated  on  by  my  friend,  Dr. 
Coley.  I  assisted  him.  I  remember  seeing  a  case  reported  by 
Mr.  Tait  to  the  British  Gynecological  Society,  where  the  tumor 
was  as  large  as  this,  and  just  inside  of  the  cervix  there  was  a 
submucous  polypus,  the  woman  having  terrible  hemorrhages. 
He  performed  a  supra- vaginal  hysterectomy.  He  stated  that  if 
he  had  known  of  the  presence  of  this  little  polypus  he  could 
have  removed  it  and  stopped  the  hemorrhage.  The  tumor  below 
the  cervix  was  hard,  behind  the  symphysis  pubis,  and  it  was  im- 
possible to  make  this  diagnosis. 

What  Dr.  McMurtry  has  said  regarding  exploratory  incision 
is  very  important.  I  do  not  think  an  experienced  man  would 
make  an  exploratory  incision  unless  it  was  in  a  very  doubtful 
case  of  diagnosis. 


DOES  GONORRHOEA  IN  THE  FEMALE  INVARI- 
ABLY PREVENT  CONCEPTION? 


Br  J.  T.  Wilson,  M.D., 
Sherman,  Texas. 


It  has  long  been  known  that  gonorrhoea  in  the  female  was 
sometimes  attended  with  complications  that  proved  trouble- 
some and  of  serious  import.  Hunter  recognized  gonorrhoea 
as  a  cause  of  ovaritis  and  peritonitis.  That  gonorrhoea  pro- 
duced inflammation  of  the  uterus,  Fallopian  tubes,  and  ovaries, 
resulting  in  sterility,  was  believed  in  the  days  of  Meigs  and 
Hodge,  we  have  evidence,  but  to  what  extent  was  not  appre- 
ciated. 

Authors  have  for  many  years  been  describing  endometritis, 
metritis,  inflammations  of  the  tubes,  ovaries,  and  peritoneum, 
produced  by  an  ascending  specific  vaginitis,  these  structures 
being  invaded  by  the  poison  slowly  creeping  up  through  the 
cervix,  involving  first  the  mucous  membranes  in  its  tract,  and 
extending  by  continuity  of  structure  to  the  deeper  tissues ; 
the  more  serious  results,  however,  were  not  appreciated,  nor 
so  well  understood  until  within  recent  years — not  indeed  until 
laparotomy  became  so  common  an  operation  and  the  pathology 
of  the  more  important  sequela?  were  studied  from  the  speci- 
mens themselves. 

For  many  years  ovaritis,  inflammations  of  the  Fallopian 
tubes  and  endometrium  were  known  to  be  a  cause  of  sterility, 
and  yet  the  important  part  which  gonorrhoea  played  in  this 
condition  was  not  so  generally  accepted  as  it  is  at  present,  nor 
until  long  after  Noeggerath  published  his  views  in  Germany 
in  1872  and  in  this  country  in  1876,  directing  attention  to 
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the  serious  results  attending  an  attack  of  gonorrhoea,  and  who 
claimed  that  90  per  cent,  of  sterile  women  are  married  to  hus- 
bands who  have  suffered  from  gonorrhoea  either  previous  to 
or  during  married  life  ;  even  then  it  was  not  accepted  by  the 
great  majority  of  the  profession.  But  investigations  began, 
and  slowly  the  light  dawned  upon  facts  sufficient  to  establish 
the  existence  of  the  serious  complications  that  so  often  follow 
a  gonorrhoeal  infection.  Writers  generally,  however,  condemn 
Noeggerath's  views  as  being  too  sweeping,  and  yet  most  of 
them  are  inclined  to  admit  the  conclusions  to  a  considerable 
extent,  and  some  few  accept  the  original  views  in  toto  without 
condition. 

Bernutz  called  attention  to  these  conditions  as  far  back  as 
1850,  but  they  were  considered  fanciful,  and  not  acquiesced 
in  by  the  profession  at  large.  We  find  Burastead  writing, 
in  1868,  that  "as  a  general  rule  gonorrhoea  in  women  is 
confined  to  the  external  organs  of  generation,  or  does  not 
extend  above  the  cavity  of  the  cervix,  but  cases  are  sometimes 
met  with  in  which  the  internal  surface  of  the  body  of  the 
uterus  is  involved,  or  in  which  there  is  true  metritis.  In 
exceptional  instances  also  the  inflammation  may  extend  to  the 
Fallopian  tubes,  and  even  by  continuity  of  tissue  to  the 
peritoneum." x 

Professor  William  Goodell  is  quoted  by  the  American 
Gynecological  Journal  as  having  said  that  "  personally,  he 
could  not  recall  a  case  in  which  a  woman  bore  a  child  after 
suffering  with  gonorrhoea." 

Sinclair  writes  that  "  women  who  have  suffered  from  gonor- 
rhoeal perimetritis  are  barren,"  and  Schwartz  coincides  fully 
with  Noeggerath's  views.  Now,  it  seems  to  me  that  a  very 
important  question  arises,  viz. :  Does  gonorrhoea  in  the  female 
invariably  prevent  conception  ? 

It  is,  I  think,  well  established  that  gonorrhoea  is  liable  to 
and  does  sometimes  result  in  endocervicitis,  endometritis,  sal- 
pingitis, ovaritis,  perimetritis,  parametritis,  and,  occasionally, 
general  peritonitis. 

1  Bumstead  on  Venereal  Diseases. 
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It  is  also  well  known  that  nearly  all  of  these  conditions 
arising  from  any  cause  whatever  can  and  do  cause  sterility. 
Even  a  simple  endometritis  and  inflammation  of  the  uterine 
appendages  from  puerperal  septicsemia  and  other  non-specific 
causes  will  often  result  in  this  condition.  But  does  every 
woman  who  suffers  from  gonorrhoea  become  barren?  The 
answer  to  the  question,  it  seems  to  me,  resolves  itself  into 
whether  or  not  the  complications,  apart  or  all  of  them  already 
referred  to,  are  invariably  accompaniments  or  follow  an  attack 
of  gonorrhoea,  and  if  so,  if  to  the  extent  of  preventing  con- 
ception ?  The  mucous  membrane  of  the  vulva  and  vagina  are 
the  first  structures  to  be  affected  by  gonorrhoea,  and  it  is  often 
confined  to  them.  I  believe  that  most  men  who  have  treated 
this  affection  in  women  have  observed  that  while  it  produced 
severe  vaginitis,  in  many  cases  it  did  not  extend  to  other 
structures,  and  was  cured.  I  am  well  aware  that  an  acute 
attack  may  seem  to  be  cured,  the  vagina  and  uterus  appear  to 
be  in  a  healthy  condition,  while  the  poison  may  be  latent  to 
all  intents  and  purposes,  yet  slowly  and  insidiously  creeping 
up  to  the  other  important  structures  ready  to  bloom  out  at  the 
least  provocation. 

It  is  not  safe  to  pronounce  a  woman  cured  until  many 
months  have  elapsed,  and  in  order  to  arrive  at  the  truth  the 
cases  should  be  kept  under  observation  and  the  results  in  the 
condition  of  the  pelvic  structures  noted,  and  especially  with 
regard  to  pregnancy.  It  is  not  claimed  that  vaginitis  alone 
from  any  cause  will  prevent  conception.  An  interesting 
though  somewhat  difficult  question  would  be,  in  what  per 
cent,  of  cases  is  gonorrhoea  limited  to  the  vulva  and  vagina? 

I  am  quite  sure  I  have  known  some  cases  who  had  a  specific 
vaginitis  and  who  treated  themselves  for  an  ordinary  leuco- 
rhcea  without  professional  aid,  not  having  any  suspicion  of  its 
specific  nature,  and  who  at  a  subsequent  period  while  being 
treated  for  some  other  trouble,  casually  described  the  vulvo- 
vaginitis, and  whose  husbands  confessed  to  having  had  gonor- 
rhoea, which  gave  the  clue  to  the  diagnosis ;  these  women 
afterward  became  mothers. 
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Endocervicitis  and  endometritis  from  any  cause  will  in 
many  cases  produce  sterility,  and  yet  some  women  will  con- 
ceive while  suffering  from  these  troubles  in  a  marked  degree. 
I  have  known  a  woman  to  bear  a  child  who  had  suffered  in 
this  way.  The  canal  of  the  cervix  from  inflammatory  adhe- 
sion had  become  so  small  that  I  could  not  pass  the  finest  probe, 
and  her  menstrual  periods  were  attended  with  great  difficulty 
and  great  pain.  When  she  was  delivered,  at  term,  it  became 
necessary  to  incise  the  cervix,  which  could  not  be  sufficiently 
dilated  to  permit  the  head  to  pass. 

In  many  of  these  cases  where  the  cervix  is  plugged  up  with 
a  thick  mucous  discharge,  the  spermatozoa  cannot  gain  en- 
trance, and  in  salpingitis,  where  both  tubes  are  affected  and 
the  ends  are  sealed  by  the  inflammatory  action,  sterility  is 
inevitable.  In  ovaritis  and  perimetritis  the  same  result  is 
looked  for,  the  functions  of  the  ovaries  are  suspended  or  de- 
stroyed, and  they  are  bound  down  by  adhesions.  On  the 
other  hand,  if  only  one  ovary  and  one  tube  are  involved,  and 
both  on  the  same  side,  as  is  most  likely,  conception  can  and 
does  take  place,  the  opposite  side,  of  course,  being  healthy.  It 
is  not  impossible  for  this  condition  to  result  from  an  ascending 
gonorrhoea,  though  it  may  be  rare. 

Martin,  of  Berlin,  reports  55  gonorrhceal  cases  in  only 
about  one-half  of  which  were  both  tubes  affected.  I  have 
recently  delivered  two  women  in  whom  I  thought  this  condi- 
tion existed.  In  the  acute  stage  of  all  these  conditions  it  is 
not  likely  that  the  woman  will  conceive,  the  discharges  being 
liable  to  destroy  the  spermatozoa  and  ovule,  and  when  profuse, 
wash  them  away.  The  condition  of  the  mucous  membrane  is 
such  that  the  ovule,  if  impregnated,  could  not  find  a  lodging- 
place.  The  hypereemic  state  occludes  the  canal  of  the  cervix 
and  tubes  and  prevents  the  entrance  of  the  spermatozoa  and 
the  ovule. 

If  the  ovary  has  been  severely  inflamed  with  a  peritoneal 
involvement,  binding  it  down  by  strong  adhesions,  it  very 
rarely,  if  ever,  recovers  its  lost  function,  is  liable  to  remain 
enlarged,  assume  a  chronic  state  of  inflammation,  and  continue 
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in  this  condition  during  all  the  childbearing  age,  a  constant 
source  of  distressing  trouble,  and,  of  course,  rendering  the 
woman  sterile. 

The  tubes,  however,  may  be  attacked  with  a  specific  inflam- 
mation and  suffer  for  some  time  with  some  accompanying  dis- 
chai-ge,  irritating  the  endometrium,  already  affected  by  the 
same  poison,  keeping  that  structure  in  a  hypersemic  condition, 
but  which  may  in  time  subside,  the  discharges  cease,  and  if 
the  ovaries  are  in  full  function,  the  uterus  in  fairly  good  con- 
dition, the  ends  of  the  tubes  not  closed  up,  conception  is  pos- 
sible, and  frequently  under  such  circumstances  does  occur.  It 
is  astonishing  sometimes  in  what  a  complicated  state  of  affairs 
conception  does  take  place,  and  it  is  also  surprising  that  at 
other  times  in  apparently  trivial  conditions  it  does  not  take 
place. 

Dr.  R.  B.  Maury,  writing  of  pelvic  peritonitis  from  gonor- 
rhceal  and  other  causes,  makes  the  following  statement : 
"Although  this  form  of  pelvic  inflammation  often  entails 
many  untoward  results,  such  as  atrophy  of  the  ovaries,  oblit- 
eration of  the  tubes,  and  fixation  of  the  uterus  in  a  false 
position,  and  in  consequence  of  them,  disorders  of  menstrua- 
tion and  sterility,  yet  it  is  not  uncommon  after  the  severest 
attacks,  in  which  life  for  a  time  hangs  by  a  thread,  to  see 
recovery  complete  and  all  the  sexual  functions  re-established. 
Menstruation  again  goes  on  normally,  adhesions  undergo 
absorption,  the  womb  recovers  its  proper  position,  and  con- 
ception occurs."1 

Writers  are  not  a  few  who  declare  that  chronic  gonorrhoea 
in  the  male  will  produce  the  same  condition  in  the  female, 
involving  the  uterus  and  its  appendages,  causing  all  the  serious 
troubles  produced  by  the  acute  stage,  and  I  think  this  too  is 
now  an  established  fact.  I  have  myself  had  satisfactory 
clinical  evidence  of  such  results.  A  man  thinking  himself 
cured  of  his  gonorrhoea,  having  possibly  months  afterward 
only  a  slight  blennorrhcea,  may  be,  often  is,  advised  that  it  is 

1  Matin's  Gynaecology. 
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harmless,  marries  and  contaminates  his  wife,  setting  up  the 
same  train  of  symptoms  we  frequently  find  in  acute  attacks. 
But  in  many  of  these  cases  where  the  husband  suffering  from 
a  gonorrhoea  or  gleet  infects  his  wife,  and,  as  is  generally  the 
case,  there  is  a  period  of  latency,  and  during  this  period,  the 
woman  being  otherwise  healthy  and  near  the  menstrual  epoch, 
will  conceive  before  the  outbreak  of  the  inflammation  is  mani- 
fested, and  may  go  on  to  full  term  and  be  delivered  of  a  healthy 
child. 

Dr.  Coe  writes  that  "  chronic  oophoritis  of  secondary  origin 
is  more  common  than  the  primary  form.  l 

It  may  be  safe  to  say,  as  Sinclair  does,  that  women  who 
have  suffered  from  perimetritis  are  barren,  and  I  think  the 
tubes  are  generally  included  in  this  condition  ;  but  I  believe 
there  are  exceptions  even  here.  As  before  stated,  conception 
may  occur  where  only  the  mucous  membranes  of  the  uterus 
and  Fallopian  tubes  are  involved,  and  they  recover  without 
stenosis,  the  ovary  not  having  been  seriously  affected. 

Emmet  states  that  "  when  inflammation  has  been  once  pro- 
duced in  the  tubes  by  cold  or  gonorrhoea  it  never  subsides 
during  the  generative  life  of  the  ovaries,  but  leads  to  sterility 
and  other  troubles."2 

According  to  the  experience  of  our  best  authorities,  it  is  so 
difficult  to  positively  differentiate  between  gonorrhoeal  and 
severe  simple  vaginitis  without  a  clear  and  authentic  history, 
it  being  attended  with  the  same  symptoms  and  the  properties 
of  also  infecting  the  male,  that  it  is  not  altogether  an  easy 
task  to  say  when  these  ovarian,  and  tubal,  and  uterine  troubles, 
even  with  the  presence  of  the  Neisser  gonococcus,  have  a  spe- 
cific origin,  especially  as  simple  vaginitis  will  sometimes  pro- 
duce them  all.  Some  prominent  writers,  however,  deny  that 
non-specific  vaginitis  possesses  this  tendency  to  extension. 

I  have  observed  quite  a  number  of  women  who  were  the 
victims  of  gonorrhoeal  infection,  many  of  them  innocently  so, 
having  contracted  it  from  their  husbands,  and  believed  it  to 

1  Mann's  Gynaecology.  »  Emmet:  Diseases  of  Women. 
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be  an  ordinary  leucorrboea.  Many  of  those  whose  history  I 
was  enabled  to  follow  afterward  bore  children,  for  many 
years  were  apparently  healthy  and  gave  no  evidence  of  tbe 
usual  complications.  The  following  cases  will  illustrate  some 
of  these  conditions  and  results. 

Case  I. — In  this  case  the  husband  thought  he  was  cured  of  a 
gonorrhoea  after  six  weeks'  treatment,  married  and  infected  his 
wife  in  about  two  weeks,  who  came  under  my  observation  a  few 
days  after  the  attack  began.  She  suffered  with  severe  vaginitis 
and  some  urethritis,  but  made  a  good  recovery,  had  two  children 
when  I  last  heard  of  her,  no  abortions  and  no  complications  after 
five  yeai's  had  passed. 

Case  II. — The  husband  had  several  attacks  of  gonorrhoea 
before  marriage,  one  being  complicated  with  orchitis,  and  he  had 
a  very  tight  stricture.  He  married  a  healthy  woman  who  re- 
mained apparently  in  that  condition,  but  did  not  conceive  for  five 
years ;  she  gave  no  history  of  gonorrhoeal  infection  or  other 
uterine  trouble ;  about  that  time  her  husband  was  operated  on 
and  relieved  of  his  stricture,  she  conceived  a  few  months  after 
this,  and  has  had  up  to  the  time  I  last  heard  of  her,  several  years 
ago,  five  children. 

Case  III. — The  husband  was  a  young  man  about  twenty-six 
years  of  age,  had  four  distinct  attacks  of  gonorrhoea ;  in  the  last 
attack  he  suffered  more  or  less  for  about  eight  months,  was 
treated  first  by  a  local  physician  for  some  time,  then  spent  three 
weeks  at  Hot  Springs,  Ark.,  where  he  was  treated  during  that 
time,  and  thought  he  was  cured,  returned  to  his  home,  and  in  a 
few  days  the  discharge  reappeared.  He  was  exceedingly  anxious 
to  be  relieved,  as  he  was  engaged  to  be  married  and  the  time  was 
approaching.  He  went  to  Chicago,  remaining  about  ten  days, 
thinking  again  he  was  cured  after  treatment  there,  but  the  dis- 
charge returned  about  the  time  he  arrived  at  home,  and  he  was 
thoroughly  discouraged.  I  was  consulted  more  as  to  the  pro- 
priety of  his  marrying  than  about  treatment.  He  was  very  em- 
phatically advised  not  to  marry  and  the  possible  consequence 
very  plainly  laid  before  him.  After  several  weeks'  treatment 
the  discharge  ceased,  and  contrary  to  the  advice  received  he  did 
marry,  the  discharge  returning  during  the  first  week  of  that 
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event,  and  infected  his  wife,  who  suffered  severely  for  a  time,  but 
made  a  good  recovery  and  has  borne  three  children,  now  nursing 
the  youngest.  While  she  had  some  endometritis  after  her  first 
confinement,  it  disappeared  after  a  little  treatment,  and  there 
seemed  to  be  no  evidence  of  any  other  trouble  ;  she  is  now,  I 
think,  a  healthy  woman. 

Case  IV. — This  woman  married  a  man  who  had  had  an  attack 
of  gonorrhoea  sometime  previous  to  marriage ;  she  gave  a  history 
of  having  contracted  it  from  him,  but  was  cured  and  had  four 
children  subsequently.  She  died  from  the  effects  of  a  fibroid 
tumor  of  the  uterus  some  three  or  four  years  after  the  birth  of 
her  youngest  child.  Her  husband  lived  a  dissolute  life  for 
several  years  following  her  death,  had  gonorrhoea  twice  and  an 
attack  of  orchitis,  he  got  apparently  well,  married  a  young  girl 
who  contracted  the  disease,  recovered  and  has  had  two  children, 
is  now  nursing  the  youngest. 

Case  V. — A  man,  thirty-six  years  of  age,  contracted  a  gonor- 
rhoea which  gave  him  trouble ;  he  did  not  recover  rapidly,  and 
not  knowing  the  danger  before  recovery  was  complete,  married  a 
widow,  twenty-seven  years  old,  with  one  child.  Very  soon  after 
marriage  his  wife  became  infected  and  suffered  from  a  severe 
vaginitis ;  before  this  she  was  a  healthy  woman ;  then  they  lived 
apart  for  three  months,  both  recovered,  and  this  woman  after- 
ward bore  two  children,  and  so  far  as  I  know  is  now  healthy. 

A  number  of  other  similar  cases  could  be  cited,  but  these 
are  sufficient  for  illustration.  I  will  now  relate  two  cases 
that  had  a  different  termination. 

Case  VI. — A  healthy  woman,  twenty-four  years  of  age,  mar- 
ried a  man  who  was  suffering  from  a  gleety  discharge  at  the  time 
of  marriage;  he  infected  his  wife,  who  had  a  severe  vaginitis 
which  proved  obstinate,  but  finally  subsided,  but  her  subsequent 
menstrual  periods  were  scant  and  painful,  her  general  health 
failed,  she  suffered  greatly  for  three  or  four  years  ;  never  con- 
ceived ;  the  uterine  appendages  were  removed  from  a  mass  of 
adhesions,  and  the  tubes  contained  pus. 

Case  VII. — A  widow  with  two  children  married  a  man  suffer- 
ing from  gonorrhoea  ;  she  conceived  soon  after  marriage  and  bore 
him  a  child,  but  has  been  an  invalid  since,  some  five  or  six  years 
having  elapsed. 
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It  does  not  seem  to  have  been  accounted  for  why  one  woman 
should  have  a  severe  vaginitis,  get  well  promptly  without  com- 
plications, while  another  with  a  less  severe  inflammation  may 
suffer  from  an  extension  of  an  ascending  specific  disease  when 
both  are  of  the  same  origin.  There  may  be  some  condition 
of  the  uterus  and  possibly  the  general  system  rendering  one 
case  more  susceptible  to  this  extension  than  another,  or  can 
there  be  a  difference  in  degree  of  the  contagious  principle  ?  or, 
instead  of  the  disease  spreading  from  the  vagina  to  the  uterine 
mucous  membrane,  does  the  virus  pass  through  the  cervix 
into  the  cavity  during  the  act  of  coition,  or  following  it  along 
with  the  spermatic  fluid,  there  find  a  lodgment  and  light  up 
the  inflammation?  These  are  questions  that  I  think  have 
not  been  settled  ;  this,  however,  makes  no  material  difference, 
and  I  presume,  so  far  as  the  results  are  concerned,  it  is  hardly 
probable  that  a  positive  knowledge  of  these  questions  would 
serve  in  any  way  to  prevent  the  ultimate  consequences. 

That  gonorrhoea  does  frequently  prevent  conception  is 
probably  well  established  ;  but  I  do  not  think  it  is  by  any 
means  a  universal  rule;  clinical  illustrations  are  too  many  to 
the  contrary. 

If  Noeggerath's  statements  were  literally  true,  sterile 
women  and  fruitless  marriages  would  be  far  more  common, 
and  the  increase  in  the  race  would  be  greatly  lessened,  for 
there  are  a  surprisingly  large  per  cent,  of  men,  judging  from 
my  experience,  who,  if  they  confessed  the  truth,  have  suffered 
at  some  time  in  their  lives  with  gonorrhoea.  In  regard  to 
this  question  Dr.  Keyes  makes  the  following  statement : 
"  Gonorrhoea  is  certainly  very  uncommon  among  respectable 
women,  and  particularly  common,  according  to  my  experience, 
among  respectable  men.''1  This  statement  is  from  the  pen  of 
a  man  of  large  experience  in  this  field.  Neither  can  I  believe 
that  women  are  infected  in  every  case  by  husbands  who  have 
a  chronic  gleety  discharge,  because  many  cases  could  be  cited 
where  men  having  gleet  have  married  women  who  remained 
healthy  and  bore  healthy  children. 

1  Dr.  E.  L.  Keyes:  Woods'  Library,  1880. 
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Dr.  B.  E.  Hadra,  of  Galveston,  Tex. — Dr.  Wilson  has  covered 
the  ground  very  nicely  in  his  excellent  paper,  and  I  feel  grateful 
to  him  for  having  brought  up  this  subject.  The  teachings  in  re- 
gard to  gonorrhoea  in  the  female  have  certainly  been  greatly  over- 
drawn. If  it  is  true  that  every  man  who  gets  gonorrhoea  never 
gets  well,  and  always  will  infect  his  wife,  and  that  every  wife  then 
becomes  sterile,  we  would  have  no  children  born.  I  would  like 
to  give  one  more  proof  for  the  correctness  of  the  statement  of 
Dr.  Wilson.  We  know  that  gonorrhceal  conjunctivitis  is  quite 
common  in  the  newborn,  and  we  know  that  it  is  contracted  in  the 
mother's  vagina.  The  gonococcus  is  easily  detected.  Now,  is  the 
maternal  gonorrhoea  in  every  instance  post-fecundal,  or  is  it  not 
more  plausible  to  grant  an  infected  woman  the  right  of  becoming 
a  mother?  Only  in  such  cases  where  the  uterine  appendages 
have  suffered  a  permanent  destruction  sterility  is  to  be  expected, 
and,  fortunately,  such  cases  are  exceptions. 

Dr.  J.  W.  Long,  of  Richmond,  Va. — I  have  listened  to  the 
paper  of  Dr.  Wilson  with  a  great  deal  of  pleasure,  and  it  is  one 
which  concerns  us  all,  whether  we  be  general  practitioner  or 
gynecologist,  or  surgeon.  Dr.  Wilson  has  taken  a  very  conserva- 
tive and,  to  my  mind,  a  very  correct  position  in  regard  to  the 
relation  between  gonorrhoea  and  sterility.  I  think  there  is  no 
question  which  is  more  clearly  settled  than  the  tendency  which 
gonorrhoea  displays  to  extend  itself  from  its  point  of  origin  in  the 
genitalia  of  the  female  to  other  organs — to  the  vulvo-vaginal 
glands,  to  the  urethra,  to  the  little  mucous  glands  in  the  vestibule ; 
also  to  the  endometrium,  the  Fallopian  tubes,  and  even  to  the 
peritoneum.  Pozzi  has  pointed  out  that  the  sterility  of  prostitutes 
is  in  most  instances  due  to  what  he  calls  "  ascending  inflammation," 
the  gonorrhceal  inflammation  ascending  to  the  tubes  and  occlud- 
ing them.  It  is  not  necessary  that  the  inflammation  be  due  to 
gonorrhoea,  but  in  many  instances  it  is. 

Now  while  a  woman  who  is  subject  to  gonorrhoea  is  likely  to 
become  sterile  as  just  explained,  yet  in  so  many  instances  this 
does  not  occur,  that  I  think  Dr.  Wilson  has  done  genuine  service 
by  pointing  out  the  fact  and  taking  a  conservative  view. 
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As  one  case  is  worth  more  than  a  great  many  theories,  I  want 
to  add  one  which  came  under  my  observation  a  few  years  ago, 
that  it  may  go  to  the  credit  of  Dr.  Wilson's  position.  A  young 
woman  contracted  gonorrhoea  from  a  man  who  was  under  treat- 
ment for  the  disease.  She  refused  all  local  treatment  except  an 
ocasional  douche  with  a  syringe.  After  a  little  while  the  symp- 
toms were  relieved.  She  has  since  married,  has  given  birth  to 
three  healthy  children,  and  has  had  no  abortion. 

Dk.  George  J.  Engelmank,  of  St.  Louis,  Mo. — We  are  all 
indebted  to  Dr.  Wilson  for  the  position  he  has  taken.  It  is  a 
conservative  and  correct  one,  and  I  simply  wish  to  add  in  cor- 
roboration some  facts  of  interest.  It  was  my  good  fortune  to  be 
present  when  Dr.  Noeggerath  presented  that  paper  before  the 
American  Gynecological  Society,  which  struck  me,  as  I  presume 
it  did  most  of  us,  like  a  thunder-clap.  It  must  have  been  in 
1876  when  he  read  this  paper,  in  which  he  came  out  with  the 
strong  statement  mentioned  by  Dr.  Wilson,  and  which,  I  think, 
he  still  persists  in.  It  was  something  new  and  entirely  unex- 
pected ;  but,  while  it  bears  modification,  I  firmly  believe  that 
there  is  more  truth  in  it  than  Dr.  Wilson  admits.  We  should 
make  a  distinction  between  acute  and  chronic  gonorrhoea,  the 
virulent  and  the  slowly  developing  forms  of  the  disease.  Acute 
gonorrhoea,  in  my  experience,  is  not  so  often  followed  by  sterility ; 
an  ugly  discharge  from  the  vagina  calls  for  treatment,  and  is 
treated  before  it  passes  on  and  involves  endometrium  and  tubes. 
I  know  of  cases  in  which  the  persistent  use  of  hot  water  has 
effected  a  cure,  cases  in  which  the  disease  has  been  confined 
to  the  vulvo-vaginal  tract,  which  is  easily  reached.  It  pro- 
duces violent  symptoms  which  call  attention  to  it ;  it  is  treated 
and  it  extends  no  further;  but  the  danger,  in  my  experi- 
ence, comes  from  a  more  latent  form  of  infection — from  a  sup- 
posedly cured  gonorrhoea — cured,  it  is  thought,  months  or  years 
before.  A  healthy  woman  marries — healthy  in  every  sense  of 
the  word ;  shortly  thereafter  she  observes  some  little  discharge ; 
she  thinks  it  a  trifling  leucorrhcea  which  demands  no  treatment 
— which  every  woman  has  more  or  less  at  times ;  then  a  painful 
menstruation  begins ;  later  tenderness  in  the  side,  pain  upon  ex- 
ertion, and  still  later  lassitude,  nervousness,  pain  in  hips  and  legs. 
There  is  no  one  symptom  which  calls  for  treatment,  consequently 
the  slight  infection  crawls  up  until  it  reaches  the  tubes  and  peri- 
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toneum,  and  then  the  mischief  is  done.  These  are  the  cases  in 
which  sterility  most  frequently  supervenes.  I  do  not  think  that 
acute  gonorrhoea  is  to  be  looked  upon  as  causing  sterility  with 
any  great  frequency ;  the  slow-developing  chronic  cases,  which 
never  have  any  marked  stage,  are  the  cases  that  are  dangerous ; 
acute,  violent,  infection  demands  and  forces  attention  from  the 
patient. 

Noeggerath's  ideas  refer  to  the  insidious  latent  form,  slowly 
developing  after  supposedly  cured  gonorrhoea  in  the  male,  and 
these  are  the  dangerous  ones,  which  are  not  even  cured  by  re- 
moval of  the  appendages,  because  a  centre  remains  in  the  endo- 
metrium and  the  tubal  remnants ;  it  is  here  that  a  complete 
removal  of  all  the  infected  mucous  membrane  alone  can  effect 
permanent  and  complete  relief,  vaginal  hysterectomy,  by  morcel- 
lement,  if  need  be;  removal  of  uterus,  tubes,  and  all  pus  centres, 
and  thus  do  away  completely  with  the  deadly  gonococcus. 

Dr.  Willis  F.  Westmoreland,  of  Atlanta. — I  think  the 
paper  is  an  important  one.  The  causes  ought  to  be  classified. 
Ricord  has  said :  "  In  Paris  the  world  revolves  around  the 
vagina."  That  is  true  of  every  large  city.  The  gonococcus  is 
carried  in  by  coitus.  There  are  a  class  of  cases  in  which  we 
have  simply  external  gonorrhoea.  On  the  other  hand,  we  have 
gonorrhoea  infecting  the  uterus  itself,  without  external  tender- 
ness, painful  micturition,  or  anything  of  that  kind.  These  cases 
are  not  apt  to  be  recognized  as  gonorrhoea.  Probably,  without 
treatment,  they  are  allowed  to  go  on  to  progressive  inflammation 
and  give  rise  to  unpleasant  sequelae.  But  the  idea  simply  because 
a  woman  has  had  gonorrhoea,  that  it  necessarily  follows  she  is 
sterile,  I  think,  is  either  untrue,  or  that  we  frequently  have  mis- 
taken diagnoses.  Let  us  take,  for  example,  a  woman  in  a  house 
of  prostitution,  she  is  sterile  the  whole  time  she  is  there.  You 
say  that  her  sterility  is  due  to  gonorrhoea.  If  she  becomes  attached 
to  one  man,  goes  out  from  the  house,  she  is  very  apt  to  have 
children.  If  she  stays  in  the  house  she  is  not  liable  to  become 
impregnated.  A  question  of  this  kind  is  solved  entirely  by  the 
doctor.  Very  frequently  this  subject  is  of  medico-legal  interest. 
If  a  physician  makes  a  diagnosis  in  the  case  of  a  man's  wife  of 
gonorrhoea  or  pus  tubes,  and  says  that  the  latter  are  the  result  of 
gonorrheal  inflammation,  and  that  as  a  consequence  she  is  sterile, 
the  husband  will  light  on  him  with  both  feet.     I  have  been  ex- 
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pecting  to  see  some  one  get  into  trouble  by  taking  radical  grounds 
in  reference  to  tbis  subject.  To  simply  take  the  radical  ground 
that  all  of  these  troubles  are  due  to  gonorrhoea  is  doing  an  in- 
justice to  women  ;  in  other  words,  it  is  probably  known  outside 
the  family  relatives  that  a  woman  has  gonorrhoea  ;  her  husband 
will  believe  it  if  he  has  not  had  it,  and  consequently  she  is  placed 
in  a  peculiar  and  very  unpleasant  position.  We  ought  to  be  very 
careful  about  giving  an  opinion  as  to  the  character  of  these  in- 
flammations, inasmuch  as  we  cannot  always  definitely  tell  about 
gonorrhoea.  Suppose  we  do  find  the  gonococcus  and  examine  it 
under  the  microscope,  it  does  not  prove  that  gonorrhoea  is  present. 
It  is  not  found  in  one  case  out  of  every  hundred.  I  think  the 
writings  of  our  experienced  men  of  to-day  have  shown  that  the  same 
germ  can  be  found  in  little  children  following  scarlet  fever.  If 
we  take  the  writings  of  Neisser  we  will  find  that  he  himself  is 
not  as  radical  in  his  views  as  some  of  us  in  the  position  we  take 
in  these  discussions. 

Dr.  J.  F.  Y.  Paine,  of  Galveston,  Tex. — The  relation  of 
gonorrhoea  to  sterility  possesses  a  wider  significance  than  is  con- 
veyed by  the  latter  term.  In  specific,  as  in  other  inflammations, 
the  infection  may  be  carried  from  one  place  to  another  by  means 
of  the  continuity  of  the  mucous  tissues,  and  in  either  instance 
may  terminate  in  resolution  or  cure,  or  end  in  the  occlusion  or 
obliteration  of  the  tube  by  suppurative  processes  or  cohesion  of 
their  walls  from  plastic  exudations,  or  cause  the  gravest  puerperal 
complications.  These  results  are  doubtless  determined  by  the 
variable  degrees  of  resistance  in  individual  cases,  the  intensity  of 
the  infection,  and  the  nature  of  the  treatment.  I  have  been  con- 
vinced, Mr.  President,  by  the  most  positive  evidence  furnished 
by  numerous  patients  coming  under  my  observation,  that  all 
women  are  not  rendered  fruitless  by  specific  inflammation  of  the 
genital  tracts,  even  when  the  appendages  are  involved.  It  is  not 
claimed  that  every  woman  who  has  had  salpingitis  becomes  ster- 
ile ;  and  if  women  in  whom  that  affection  has  been  known  to 
exist  have  borne  children  subsequently,  it  is  not  unreasonable  to 
assume  that  though  it  be  of  specific  origin,  and  has  been  relieved 
it  should  not  prove  a  barrier  to  conception.  In  my  hospital 
service,  gonorrhoea  is  of  common  occurrence,  and  such  cases  have 
been  carefully  observed,  and  I  have  been  impressed  that  by 
energetic  modes  of  treatment,  such  as  dilatation  of  the  cervical 
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canal,  curettement,  and  copious  disinfecting  irrigations  of  the 
vagina  and  uterus,  they  can  generally  be  promptly  cured — i.  e., 
within  from  two  to  four  weeks.  Most  of  these  cases  have  been 
followed  up  for  weeks  and  months  after  the  discontinuance  of 
active  treatment,  and  in  many  of  them  no  trace  of  disease  was 
discoverable.  There  was  neither  leucorrhcea,  pelvic  tenderness  nor 
pain,  thickening  of  the  tubes,  nor  disturbance  of  menstruation ; 
in  fact,  nothing  to  indicate  that  a  serious  impression  had  been 
left  upon  any  organ  or  tissue  in  the  pelvis.  Whilst  in  a  number 
of  instances  grave  sequelae  in  one  form  or  another,  such  as  impli- 
cation of  the  pelvic  peritoneum,  suppuration,  and  occlusion  of 
the  tubes,  parenchymatous  salpingitis,  adhesions,  etc.,  were  present, 
the  large  per  cent,  of  examples  in  which  no  vestige  of  disease  re- 
mains left  no  ground  for  me  to  doubt  that  gonorrhoea  may  be 
so  far  recovered  from  as  not  to  interfere  with  the  function  of 
child-bearing.  If  one  is  to  believe  Noeggerath,  and  accept  his 
assumptions  as  to  the  incurability  of  gonorrhoea,  and  its  almost 
universal  transmission  to  wives  by  husbands,  he  must  also  admit 
that  gonorrhoea!  infection  is  the  most  usual  cause  of  inflamma- 
tion of  the  uterus  and  tubes,  and  the  further  statement  by  the 
same  author  that  a  large  proportion  of  women  thus  affected  bear 
children. 

Dr.  Wilson. — There  is,  I  believe,  no  point  at  issue,  conse- 
quently there  is  little  for  me  to  say  in  closing  the  discussion  on 
my  paper.  I  have  carefully  studied  this  subject  on  account  of  the 
views  enunciated  and  published  by  Dr.  Noeggerath  some  years 
ago,  and  I  have  watched  and  investigated  it  clinically,  and  the 
only  remarks  I  will  make  at  present  will  have  reference  to  Dr. 
Paine's  statement,  which  is  very  timely,  and  it  is  this :  A  woman 
may  have  gonorrhoea,  it  may  have  extended  to  the  uterus  and 
tubes  and  be  apparently  cured,  that  is  because  of  the  sealing  of 
one  end  or  both  ends  of  the  tubes.  It  may  leave  a  chronic  con- 
dition of  the  ovary.  If  the  ovary  is  affected,  it  rarely  ever  re- 
covers its  function  again  from  the  specific  poison.  I  have  no 
doubt  in  my  mind  the  tubes  do  become  diseased  by  an  ascending 
gonorrhoea ;  one  side  only  perhaps  will  be  affected,  the  uterus 
will  be  affected  also,  and  the  patients  get  well  and  conceive.  I 
believe  I  have  had  a  number  of  cases  of  that  kind. 
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A   CASE  OF   POPLITEAL  ANEURISM. 


Bv  R.  M.  Cunningham,  M.D., 
Pratt  City,  Ala. 


My  object  in  presenting  this  case  is  to  place  upon  record 
the  unfavorable  results  of  ligation  of  the  superficial  femoral, 
for  popliteal  aneurism  in  what  was  apparently  a  perfectly 
suitable  case. 

Joe  W.,aged  twenty -one  years,  negro  convict;  medium  frame, 
good  muscular  development,  and  adipose  above  the  average. 
Had  had  pneumonia  twice,  syphilis,  gonorrhoea,  dyspnoea; 
shot  by  32-calibre  pistol  in  popliteal  space.  Family  history  good. 
Such  was  the  record  made  when  he  was  committed  to  the 
penitentiary,  February  5,  1893.  Soon  after  his  committal  he 
began  to  complain  of  pain  in  the  popliteal  region  and  in  the 
knee-joint.  An  examination  revealed  a  pulsating  tumor  in  the 
popliteal  space.  The  pulsation  was  distinct  in  every  direction 
and  strong.  The  tumor  was  not  very  distinct,  and  was  very 
deep-seated.  Pressure  of  the  artery  above  stopped  the  pulsation, 
and  the  tumor  seemed  to  disappear.  The  bruit  was  unusually 
pronounced,  prolonged  and  had  a  peculiar  quality  that  the  writer 
had  never  observed. 

Diagnosis :  Traumatic  aneurism  of  the  popliteal  artery,  deep 
seated,  with  very  thin  walls,  and  without  fibrinous  deposit. 

The  patient  said  that  he  recovered  promptly  from  the  original 
wound,  which  was  about  twelve  months  previous.  He  did  not 
remember  any  tumor  in  the  space  at  the  time  of  injury,  nor  had 
he  discovered  the  one  he  then  had.  He  was  placed  under  ob- 
servation in  the  "  out-door  department,"  and  was  required  to  do 
no  work,  except  light  work  around  the  prison.  The  symptoms 
increased ;  the  tumor  became  more  distinct,  the  pulsations  stronger, 
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and  rupture  seemed  imminent.  He  was  admitted  to  hospital 
August  21,  1893.  Placed  upon  a  restricted  diet  and  potassium 
iodide.  No  mechanical  means  for  the  cure  of  the  aneurism  was 
tried. 

On  September  7th,  the  superficial  femoral  was  tied  in  the  apex 
of  Scarpa's  triangle.  Silk  ligature  used,  and  was  cut  short  and 
the  wound  closed  without  drainage.  Pulsation  promptly  stopped, 
and  the  tumor  disappeared. 

The  limb  became  cool,  but  not  cold.  There  was  no  shock ; 
patient  came  from  under  the  anaesthetic  promptly,  and  expressed 
much  relief  from  pain.  On  the  8th  the  leg  was  warm,  and 
pulsation  could  be  felt  in  the  tibial.  Patient  doing  well.  Pulse 
and  temperature  normal  until  the  sixth  day  after  operation, 
when  the  temperature  rose  to  lOOf  °  in  the  evening ;  100°  next 
morning;  101°  in  the  evening.  On  the  fifth  day  a  gangrenous 
spot,  2  by  3  inches,  inner  side  of  knee ;  on  the  sixth,  fluctuation ; 
the  gangrenous  tissue  was  removed,  and  about  three  ounces  of 
sanious  pus  escaped.  At  the  bottom  of  the  cavity  the  ball  was 
found  and  removed.  Abscess  cavity  washed  with  bichloride 
solution  and  dressed  antiseptically.  Temperature  ranged  between 
99°  and  100°.  Pulse  never  over  100.  On  the  ninth  day  dark 
spots  appeared  over  the  course  of  the  anterior  tibial  artery ;  limb 
cold.  From  this  time  on  the  gangrene  gradually  increased,  until 
the  foot  and  entire  anterior  aspect  and  lower  part  of  the  leg 
were  gangrenous,  of  the  dry  variety  of  course.  On  the  21st  of 
September,  or  fourteen  days  after  the  ligation,  the  thigh  was 
amputated  in  the  middle  third,  the  patient  dying  from  shock  in 
twelve  hours.  Some  twelve  ligatures  were  required  to  check 
hemorrhage,  and  the  whole  stump  was  exceedingly  vascular, 
showing  that  the  collateral  circulation  had  been  established. 
The  ligation  wound  had  entirely  healed  by  primary  union.  I  have 
here  the  specimen  removed  from  the  limb  after  the  amputation. 
The  sac,  as  you  see,  has  been  laid  open ;  when  closed  it  would  hold 
about  an  ounce ;  you  see  there  is  no  sign  of  fibrinous  deposit ;  the 
walls  of  the  sac  are  exceedingly  thin  ;  the  sac  developed  anterior  to 
the  vessels,  and  the  periosteum  had  to  be  removed  to  dissect  from 
the  bone  ;  in  fact,  this  seemed  to  form  the  wall  at  that  point.  You 
will  observe  two  openings  in  the  sac,  about  two  lines  apart  and 
about  one  line  in  diameter ;  one  of  these  communicates  with  the 
vein,  the  other  with   the  artery.     There  was   no  thrombus  in 
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either  the  artery  or  vein,  above  or  below  the  sac ;  nor  was  there 
any  discovered  in  the  anterior  or  posterior  tibial,  but  these 
vessels  seemed  diminished  in  calibre. 

This  case,  then,  was  one  of  traumatic  varicose  aneurism, 
and  accounts  for  the  quality  of  the  peculiar  bruit  heard. 

The  cause,  no  doubt,  was  the  simultaneous  wounding  of  the 
artery  and  vein.  Whether  the  aneurism  was  at  once  formed, 
or  subsequently  from  the  giving  way  of  the  coats  of  the 
vessels  at  this  point,  I  do  not  know.  I  am  inclined  to  the 
latter  view. 

The  cause  of  the  gangrene  in  this  case,  in  my  judgment, 
was  in  the  return  of  the  blood  of  the  collateral  circulation 
through  the  opening  in  the  vein,  this  being  the  point  of  least 
pressure.  The  absence  of  thrombi  and  the  contracted  con- 
dition of  the  tibial  arteries,  the  absence  of  clot  in  the  sac, 
seem  to  point  to  this  opinion. 

The  important  lesson  that  this  case  teaches  is,  that  in  cases 
of  traumatic  aneurism,  where  operative  interference  is  in- 
stituted, the  proper  procedure  would  be  to  cut  down  upon 
the  sac,  open  it,  ligate  above  and  below,  both  artery  and  vein, 
if  both  open  into  the  sac,  and  remove  the  latter  or  not,  accord- 
ing to  circumstances.  As  the  latter,  in  traumatic  cases,  consists 
of  proliferated  tissue,  and  not  the  coats  of  the  vessels,  it  may 
not  be  necessary  to  prolong  the  operation  to  dissect  it  out, 
which  in  my  case  would  have  been  exceedingly  difficult. 


SOME  REMARKS  ON  THE  PRACTICAL  TREAT- 
MENT OF  HEPATIC  ABSCESS. 


By  James  E.  Thompson,  M.D., 
Galveston,  Texas. 


The  subject  I  have  chosen  is  so  important,  so  vast,  and  at 
the  same  time  so  interesting,  that  it  is  beyond  the  scope  of  one 
single  paper  to  deal  with  every  phase  in  a  sufficiently  com- 
plete manner.  I  shall,  therefore,  confine  myself  to  a  few 
pi'actical  remarks  on  the  diagnosis  and  treatment  of  hepatic 
abscess. 

During  the  last  year  there  came  under  my  care  two  cases  of 
hepatic  abscess  presenting  features  of  peculiar  interest  from 
an  operative  standpoint,  and,  on  reviewing  the  literature  of 
the  subject,  I  was  so  struck  with  the  wide  difference  of 
opinion  in  reference  to  treatment  that  I  determined  to  make 
a  complete  investigation  of  the  causes  and  arrive,  if  possible, 
at  the  methods  which  would  present  the  least  immediate 
mortality  and  the  most  perfect  technique. 

Case  I. — On  September  7,  1892,  C.  B.,  an  Irishman,  aged 
fifty-three  years,  a  resident  of  Galveston  for  the  last  ten  years, 
was  admitted  into  the  Sealy  Hospital  under  my  care.  Twenty- 
five  years  previously,  when  in  Rangoon,  he  had  contracted  an 
acute  dysentery  which  remained  chronic  up  to  a  few  months 
before  admission.  He  had  repeated  exacerbations,  and  four 
months  ago  suffered  from  intense  diarrhoea  associated  with  pain 
and  tenesmus.  There  was  marked  pain  and  tenesmus,  and 
occasionally  pain  in  the  right  side.  On  September  24th  the 
patient  came  under  my  personal  notice,  and  his  condition  was 
then  as  follows  :  He  was  slightly  jaundiced  and  much  emaciated  ; 
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morning  temperature  101°,  evening  temperature  102°;  pulse 
varying  from  120  to  130 ;  tongue  red,  raw,  and  coated.  He 
complained  of  intense  pain  in  the  right  side.  Inspection  re- 
vealed a  great  bulging  of  the  right  lower  costal  zone  and  deficient 
respiratory  movements  in  the  right  lower  ribs.  The  liver  was 
enlarged  both  upward  and  downward  ;  the  lower  edge  could 
be  easily  palpated  and  ran  in  a  curved  line  to  the  right  across 
the  abdomen,  touching  in  its  course  a  point  midway  between  the 
right  costal  margin  and  the  umbilicus.  Superficial  dulness  was 
absolute,  and  extended  upward  as  high  as  the  fifth  rib  in  the 
mammary  line,  the  seventh  rib  in  the  axillary,  and  the  ninth 
rib  in  the  scapular  line.  There  was  no  perceptible  movement  of 
the  mass  underneath  the  abdominal  wall,  nor  could  a  friction 
sound  be  distinguished.  In  the  centre  of  the  abdominal  swelling 
a  soft  spot  could  be  felt  where  an  indistinct  sense  of  fluctuation 
was  perceptible.  There  was  still  diarrhoea,  and  the  stools  were 
examined  carefully  for  amoebae,  but  with  a  negative  result. 

The  fluctuating  spot  before  mentioned  was  punctured  with  a 
hypodermatic  needle,  and  thick  flaky  pus  flowed  slowly  through 
the  needle.  This  on  examination  contained  no  amoebse,  but  was 
rich  in  crystals  of  leucin  and  tyrosin,  with  a  few  disorganized 
liver  cells.  Unfortunately  no  cultivation  experiments  were 
made,  so  it  is  impossible  to  say  whether  streptococci  were  present. 

On  September  24th,  the  patient  being  under  the  influence  of 
chloroform  and  morphine,  an  incision  parallel  to,  and  two  finger- 
breadths  below,  the  costal  margin  was  carried  over  the  most 
prominent  part  of  the  swelling.  This  was  rapidly  deepened  and 
adhesions  were  soon  discovered  uniting  the  liver  and  the 
abdominal  wall.  A  scalpel  was  passed  into  the  cavity  and  an 
incision  made  in  the  walls  large  enough  to  admit  two  fingers. 
The  pus,  which  escaped  with  difficulty  on  account  of  its  thick 
glairy  nature,  contained  numerous  pieces  of  disorganized,  bile- 
stained  liver  substance  which,  when  floated  out  in  water,  showed 
the  interlobular  vessels  with  parts  of  two  or  three  hepatic 
lobules  hanging  around  them. 

The  cavity  was  thoroughly  washed  out  and  drained  by  a  large 
glass  tube  sheathed  with  rubber.  The  wound  was  packed  with 
iodoform  gauze  and  dressed  antiseptically. 

The  after-treatment  of  the  case  was  very  tedious ;  in  spite  of 
the  large  drainage-tube  the  thick  glairy  pus  flowed  but  slowly, 
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and  it  was  found  necessary  to  introduce  two  tubes,  side  by  side, 
and  irrigate  the  cavity  through  them.  This  acted  much  better, 
and  the  case  progressed  fairly  favorable  for  three  or  four  weeks, 
when  it  was  resolved  to  enlarge  the  opening  and  treat  the 
cavity  by  direct  swabbing  with  sponges.  This  was  done  on 
October  31st,  and  the  recesses  of  the  cavity  were  gently  and 
thoroughly  curetted  and  swabbed  uutil  they  were  as  clean  as  a 
healing  ulcer.  During  the  curetting  the  bleeding  was  very 
slight  and  never  interfered  with  a  perfect  view  of  the  cavity. 
The  cavity  was  then  packed  with  iodoform  gauze. 

Still,  in  spite  of  careful  dressing,  no  improvement  resulted. 
A  copious  glairy,  purulent  discharge  returned  and  the  patient 
contracted  a  persistent  and  troublesome  diarrhoea  which  caused 
great  emaciation.  He  slowly  but  surely  sank,  dying  on  January 
7,  1893. 

Case  II.  Hepatic  abscess;  no  enlargement  of  liver;  trans- 
pleural operation;  recovery. — A.  B.,  aged  sixty-three  years,  a 
native  of  France,  who  had  lived  in  Galveston  for  three  years, 
was  admitted  under  my  care  on  February  18,  1893,  complaining 
of  pain  in  his  abdomen.  He  was  a  man  of  slow  intelligence,  and 
little  could  be  elicited  either  as  to  his  previous  history  or  as  to  his 
present  condition.  He  complained  vaguely  of  pain  in  the  right 
side  of  the  abdomen,  but  could  not  tell  definitely  the  where- 
abouts. A  large,  reducible  inguinal  hernia  was  present  on  the 
right  side,  but  this  evidently  had  no  bearing  on  the  case.  The 
temperature  was  of  a  remittent  type  without  rigors,  reaching  in 
the  evening  102.8°.  Inquiries  were  made  as  to  malaria,  and 
the  blood  was  several  times  carefully  examined,  but  with  nega- 
tive results.  The  pain  still  continued,  and  in  the  course  of  some 
seven  or  eight  days  declared  itself  more  definitely  in  the  lower 
part  of  the  right  chest.  Examination  of  the  lungs  revealed 
nothing.  There  was  no  increase  of  liver  dulness  either  upward 
or  downward,  and  no  tenderness  on  pressure  over  the  right  lower 
costal  zone.  The  patient  denied  ever  having  had  dysentery, 
and  at  this  time  there  was  no  evidence ;  but  later  on,  when  the 
diagnosis  was  certain,  I  learnt  that  he  had  been  treated  for  amoebic 
dysentery  during  the  previous  summer. 

The  temperature  and  pain  still  persisted,  and  in  a  little  time 
definite  physical  signs  became  apparent.  The  right  lower  costal 
arch  became  fixed,  not  moving  with  respiration  ;  it  bulged  some- 
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what,  but  not  perceptibly  more  than  the  costal  arch  of  another 
thin,  healthy  patient  who  was  examined  for  the  sake  of  compari- 
son ;  but  an  important  sign  appeared  in  a  spot  of  oedema  in  the 
anterior  part  of  the  seventh  intercostal  space.  The  needle  of  an 
aspirator  was  inserted  at  this  spot,  and  when  at  a  depth  of  one 
and  a  half  inches  pus  was  obtained.  This  was  thick  and  curdy 
and  contained  numerous  amoebae  possessing  active  movements. 
Operation  was  performed  on  the  following  day,  the  patient  being 
under  the  influence  of  chloroform. 

I  made  a  four-inch  incision  along  the  line  of  the  seventh  inter- 
costal space,  having  its  centre  over  the  cedematous  spot.  This 
was  deepened,  and  the  anterior  extremities  of  the  seventh  and 
eighth  ribs  and  parts  of  their  costal  cartilages  were  excised,  the 
pleural  cavity  being  opened  in  the  process.  No  retraction  of  the 
lung  occurred,  but  the  upper  surface  of  the  diaphragm  projected 
into  the  wound. 

An  incision  parallel  to  the  skin  incision  was  now  made 
through  the  pleural  covering  of  the  diaphragm,  and  this  was 
raised  up  with  the  handle  of  a  scalpel  and  stitched  accurately  to 
the  parietal  pleura,  so  shutting  off  the  pleural  cavity  from  that 
of  the  wound.  The  diaphragm  was  now  incised,  and  a  few 
strokes  of  the  knife  revealed  adhesions  between  its  under  sur- 
face and  the  convex  surface  of  the  liver.  A  trocar  and  canula 
were  thrust  into  the  abscess  cavity  and  a  scalpel  passed  along 
the  trocar,  making  an  opening  into  the  abscess  capable  of  ad- 
mitting two  fingers.  The.  pus,  which  was  thick,  flowed  slowly 
through  the  opening.  About  fifteen  ounces  of  pus  were  evacu- 
ated, and  it  contained  masses  of  liver  substance  and  myriads  of 
amcebse.  The  opening  was  enlarged  carefully  until  a  sponge 
was  inserted,  by  means  of  which  every  crevice  was  thoroughly 
cleansed.  Two  large,  long  glass  drainage-tubes  sheathed  with 
rubber  were  inserted  into  the  cavity,  and  the  operation  wound 
closely  packed  with  iodoform  gauze. 

The  effect  of  the  operation  was  immediate,  and  the  patient  soon 
recovered  from  his  collapsed  state.  The  cavity  was  irrigated 
continuously  with  boric  acid  solution  from  the  first,  and  there 
was  never  any  trouble  with  the  apparatus. 

On  the  fifth  day  after  the  operation,  as  the  pus  that  came  away 
still  contained  living  amcebse,  I  substituted  a  solution  of  sulphate 
of  quinine  (1 :  1000)  for  the  boric  acid.      The  effect  was  mar- 
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vellous  :  the  temperature  fell,  remaining  practically  normal  for 
the  rest  of  the  case ;  pus  diminished  in  quantity  and  contained 
for  a  few  days  dead  amoebae ;  but  after  this  what  little  pus  was 
discharged  contained  no  amoebse  at  all. 

The  further  course  of  the  case  was  toward  recovery  ;  the  wound 
healed  up  and  the  patient  is  now  entirely  cured. 

The  diagnosis  of  hepatic  abscess  may  be  at  one  time  the 
easiest  possible,  and  at  another  beset  with  numerous  diffi- 
culties. Occasionally  we  can  only  suspect  its  existence  from 
such  symptoms  as  pain  and  elevation  of  temperature,  the 
other  signs,  viz.,  bulging  of  the  lower  costal  zone,  dyspnoea, 
and  enlargement  of  the  liver,  being  imperceptible  even  to  the 
most  accomplished  diagnostician.  It  is  in  the  latter  cases  that 
most  of  the  difficulty  of  diagnosis  arises,  and  it  would  be 
better  in  cases  where  there  is  persistent  elevation  of  tempera- 
ture and  pain  in  the  region  of  the  liver,  if  the  lungs  are  free 
from  disease,  to  proceed  to  puncture  of  the  liver  with  an  ex- 
ploring needle. 

Early  and  complete  exploration  is  a  harmless  procedure 
and  would  be  the  means  in  many  cases  of  discovering  abscess 
cavities  before  they  had  attained  a  great  size.  But  this  ex- 
ploration is  occasionally  fallacious,  for  an  abscess  cavity  of 
fair  size  may  be  present  and  puncture  will  fail  to  detect  it. 
This  has  occurred  often,  and  is  usually  due  to  one  of  two 
reasons :  (1)  either  because  the  contents  are  too  thick  to  run 
through  the  needle,  due  to  caseation  of  the  pus1  or  due  to  the 
naturally  thick  nature  of  the  pus,  as  occurs  in  the  early  stages 
of  amoebic  abscess  f  or  (2)  the  cavity  has  been  missed  by  the 
needle.  This  occurred  in  Quenu's  case  ;3  the  liver  was  ex- 
posed by  an  abdominal  section  and  explored  in  all  directions 
without  finding  pus.  A  few  days  afterward  the  autopsy 
revealed  an  abscess  cavity  containing  two  litres.  Even  when 
pus  is  discovered  by  the  aspirator  the  diagnosis  from  other 

1  Dabney :  Study  of  Hepatic  Abscess.    Amer.  Journ.  Med.  Sci.,  No.  244,  p.  144. 

2  Councilman  and  Lafleur. 

3  Quenu  :  Societe  de  Chirargie,  1891.    Quoted  by  Leblond  :  Absces  du  Foie.    Paris, 
1892. 
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inflamn:  -         the  neighborhood,  such  as  ••  basal 

thorax"  -ubphrenic  abscess."    may  be    difficult j 

..1  in  the  majority  of  cases  by  careful  attention  to 

such  mistakes,  still,  occa-  even  in 

ieddiagnos::        -   -  :eh  faults  have  occurred. 

-       -    >f  the  three  affections  arc  similar 

-es  those  of  subphrenic  and  hepati        -    —are 

ider.  I  "areful  microscopic  examination  of  the  pus  will 

soci  -     .ear  up  a  doubtful  case,  as  the  presence  of  .' 

cells  is  always  conclusive  of  hepatic  abscess. 

us  be  discovered  and  its  hepatic  origin  discovered,  the 
dfc  question  that  presents  itself  to  a  practical  surgeo:     - 
operative  interference. 

K    w  the  presence  or  absence  of  adhesions,  of  course,  makes 
great  difference  in  the  immediate  mortality,  present 

-  no  danger  of  infection  of  either  pleural  or  peritoneal 
-  -an  never  be  diagnosticated  with  absolute 

certainty,  but  there   are  certain   signs  which   when  pre- 
ren  ler  probable  that  they  exist     These  are  the 

presence  of  oedema  in  the  abdominal  or  thoracic  wall ;  absolute 
fixation  of  the  liver  to  the  par:  -  -  shown  by  the  non- 
-  ent  during  inspiration;  and  the  presence  of  pus  at  a  small 
depth  from  the  surface.  Nevertheless,  the  absence  of  adhes 
ought  not  to  influence  a  surgeon  in  the  slightest  degree  as  to 
the  proprie:  s         y  evacuation  of  the    abscess   cavity. 

One  knows  the  rapidity  with  which  some  of  the  abscesses 
form,  and  their  liability,  after  reaching  a  certain  size,  to  I     - 
into  various  cavities  and  organs ;  therefore,  as  even  twenty- 
four  hours  may  be  too  long  a  time  to  wait,  no  surgeon  should 
hesi:  to  evacuation  because  no  adhesio:.- 

-ish  here  to  take  a  firm  stand  and  to  lay  it  down  as  an 
axiom,  that  "in  abs  ess  .  whenever  the  diagn  -  - 

of  pus  is  made,  the  only  proper  treatment  is  by  early  and 
-  :  _ -  '  .  ;-'  n." 

reviewing  the  older  methods  of  operation  it  seemed  to 
me  that  uped  themselves  into  two  main  divisions  :  1. 

Th  -     in  which  the  abscess  cavity  was  treated  by  aspiration, 
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or  a  modification  of  this,  where  various  forms  of  trocars  and 
cannlse  were  emploved  :  2.  Those  where  a  more  or  less  free 
>n  was  as 

In  considering:  the  first  class  we  are  necessarilv  struck  bv 
the  fact  that  aspiration  has  been  credited  with  many  sueces-  - 
This  is,  of  course,  not  surpri-inz.  a-  it  i-  the  result  of  expe- 
rience that  aspiration  of  abscess  cavities  elsewhere  has  also 
resulted  in  some  successes  :  but  because  we  get  an  occasional 
cure  by  aspiration  does  it  follow  that  this  must  necessarilv  be 
the  proper  method  ?  Do  we  follow  such  a  line  of  reasoning 
in  tubercular  cavities  and  in  pyothorax?  When  one  con- 
siders the  thick  character  of  the  pus  in  most  hepatic  abscess;-  ': 
can  only  be  a  matter  of  wonder  that  aspiration  has  been  as  sue- 

-rul  as  it  is  reported.     The  introduction  of  a  large  trocar 
and  canula  is  less  objectionable ;  but  even  here  we  run  a  great 
risk,  for  although  for  a  time  the  sides  of  the  puncture  p:  -- 
closely  on  the  canula   and  prevent  extravasation,  in  a  s  . 
time  pus  may  escape  alongside  the  canula  and  infect  the  peri- 
toneal cavity.     To  avoid  this  contingency  Macleod1  arran_ 
an  ingenious  apparatus,  whereby  the  canula        -       -hdrawn 
and  a  rubber  drainage-tube  tightly  stretched  left  in  its  pL 
The  drainage-tube,  which  had  side  openings  only  at  the  inner 
end  which  lay  in  the  abscess  cavity,  was  released,  and  resuming 
its  normal   diameter  completely  filled  the  channel  previously 
occupied  by  the  canula  ;  the  rubber  pressed  on  the  sides  of 
the  wound  and  prevented  any  extravasation  into  the  abdominal 
cavity.     This  operation  has  been  very  successful  in  Made 
hands  and  is  certainly  the  best  of  its 

In  the  second  class  of  operations,  where  an  incision  was 
employed,  we  find  many  curious  methods,  some  of  tbem  care- 
full;  Log  against  serous  infe  bhers  blindly  ignoring 
all  surgical  principles.  Recamier  opened  the  abscess  in  two 
si  ges.  His  incision  went  through  all  structures  as  far  as  the 
parietal  peritoneum  :  then  packing  the  wound,  he  waited  until 
adhesions  had  formed,  when  the  abscess  cavity  was  opened. 

1  Macleod :  British  Medical  Journal,  1S91,  voL  ii.  ;. 

2  Reeamier:  Leblond,  loc.  cal 
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Begin1  cut  through  the  parietal  peritoneum,  and  then,  placing 
au  antiseptic  plug  in  the  wound,  waited  until  adhesions  had 
formed  around  the  opening.  Another  crude  method  was  to 
incise  down  to  the  parietal  peritoneum  and  then  to  complete 
the  process  gradually  by  caustics  placed  in  the  wound. 
Adhesions  formed,  and  in  many  cases  the  abscess  opened 
spontaneously.  Little2  planned  an  operation,  the  chief  merit 
of  which  consists  in  its  boldness.  Having  determined  the 
presence  of  pus  a  bistoury  was  introduced  along  the  needle  of 
the  aspirator  and,  in  defiance  of  anatomical  conditions,  a  free 
opening  was  made,  through  which  the  abscess  was  evacuated. 
The  number  of  successes  obtained  by  this  method  is  marvel- 
lous and  can  only  be  explained  by  the  presence  of  adhesions 
in  the  majority  of  cases  operated  on.  Defontaine3  found  five 
cases  where  this  method  had  been  used  in  which  it  was 
proved  that  no  adhesions  existed  ;  out  of  these  three  died, 
the  cause  of  death  in  two  being  peritonitis.  He  says,  in 
reviewing  this  method,  that  a  single  death  from  this  cause 
ought  to  be  a  death-blow  to  the  operation.  The  more  scien- 
tific operations  are  of  recent  date  and,  like  those  for  radical 
cure  of  hernia,  depend  more  on  anatomical  knowledge  and 
surgical  skill  than  on  chance.  Whether  the  abscess  lies  under 
the  thoracic  or  abdominal  walls,  the  incision  is  made  methodi- 
cally through  all  the  layers,  and  each  cavity  is  dealt  with 
in  such  a  manner  as  to  shut  it  off  from  all  chance  of  infection. 

I.  Where  the  enlargement  of  the  liver  is  abdominal  and  no 
adhesions  exist. 

For  a  long  time  it  was  doubted  whether  the  liver  could  be 
stitched  with  any  degree  of  certainty  to  the  abdominal  walls ; 
when  the  fact  was  demonstrated,  at  once  a  way  was  open  for 
the  treatment  of  both  hydatid  cysts  and  hepatic  abscesses. 
Horner*  first  performed  the  operation,  and  was  soon  followed 
by  Bouilly,  and  then  McLane  Tiffany  conceived  the  idea  of 
detaching  the  edges  of  the  parietal  peritoneum  for  some  dis- 

1  Begin :  Gazette  des  Hopitaux,  1888,  p.  535. 

2  Described  by  Ayme.    Archives  de  Med.  navale,  1880,  vol.  sxxiv.  p.  525. 

3  Leblond  :  Loc.  cit.,  p.  98.  4  Leblond :  Loc.  cit.,  p.  102 


JAMES  E.  THOMPSON.  317 

tance  and  uniting  them  to  the  convex  surface  of  the  liver.  If 
this  separation  is  clone  with  care  the  two  edges  of  the  peri- 
toneum hang  like  a  curtain,  and  can  be  sutured  to  the  liver, 
their  length  and  pendulousness  allowing  free  respiratory 
movement  without  dragging  on  the  stitches. 

Where  the  hepatic  enlargement  is  abdominal  we  open  the 
cavity  and  expose  the  liver.  It  is  carefully  examined  and 
inspected,  and  in  one  case1  the  presence  of  a  second  abscess 
was  determined.  The  peritoneum  should  be  detached  from 
the  edges  of  the  incision  for  some  distance  and  united  by 
cavity.  The  sutures  require  careful  manipulation,  aud  there 
points  of  suture  with  the  surface  of  the  liver,  leaving  a  suffi- 
ciently large  space  for  the  proper  evacuation  of  the  abscess 
should  be  at  least  two  concentric  rings ;  the  peritoneum  should 
also  be  long  enough  to  allow  for  the  respiratory  movement  of 
the  liver  without  undue  dragging  on  the  sutures.  Occasion- 
ally the  abscess  has  been  evacuated  before  applying  the 
stitches ;  in  this  case  the  sutures  should  pass  through  a  fair 
thickness  of  liver  wall,  but  should  not  touch  the  abscess  cavity. 
It  is,  however,  better,  unless  there  are  urgent  reasons,  not  to 
open  the  abscess  cavity  immediately,  but  to  aspirate  and  allow 
time  for  adhesions  to  form  before  proceeding  to  thorough 
evacuation. 

II.  Cases  where  the  enlargement  of  the  liver  is  upward  to- 
ward the  thoracic  region. 

In  these  cases  the  trans-pleural  incision  is  undoubtedly  the 
best.  First  proposed  in  1886  by  Knowsley  Thornton,2  it 
has  since  been  successfully  carried  out  by  many  operators.3 
Thornton  excised  the  seventh  and  eighth  ribs,  opened  the 
pleural  cavity,  elevated  the  diaphragmatic  pleura  and  stitched 
it  to  the  parietal  pleura,  incised  the  diaphragm  and  opened  the 
liver  abscess  without  taking  any  precautions  against  peritoneal 
infection. 

Terrier4  planued  what  must  be  considered  a  perfect  opera- 

1  Thornton,  quoted  by  Greig  Smith,  Abdominal  Surgery,  1889,  p.  581 

2  Thornton:  Brit.  Med.  Journ.,  1886,  vol.  ii,  p.  901. 

3  Leblond:  Loc.  cit.,  p.  311 

4  Terrier :  Observ.  par  Dagron  Soc.  Anat.,  1890,  p.  44.    Leblond,  loc.  cit. 


318     PRACTICAL  TREATMENT  OF  HEPATIC  ABSCESS. 

tion.  An  incision  eight  centimetres  long  was  made  in  the 
eighth  intercostal  space,  the  ninth  rib  was  resected  for  an 
extent  of  four  centimetres,  the  pleural  cavity  opened,  and  the 
diaphragmatic  stitched  to  the  parietal  pleura.  The  diaphragm 
was  incised  and  the  lips  of  the  wound  united  to  the  liver  by 
silk  sutures,  thus  forming  a  channel  passing  from  the  surface 
of  the  body  which  had  no  communication  with  either  pleural 
or  peritoneal  cavities.  The  abscess  was  then  opened  with  a 
bistoury  and  drained. 

This  method  of  Terrier  is  undoubtedly  the  most  perfect :  it 
has  a  faultless  technique  and  has  yielded  good  results. 

Some  objections  may  be  raised  to  this  trans-pleural  method 
on  account  of  the  immediate  danger  of  collapse  of  the  lung 
and  the  more  remote  danger  due  to  infection  of  the  pleural 
cavity. 

Collapse  of  the  lung  is  not  likely  to  occur ;  it  was  not  noticed 
in  Terrier's  or  my  own  case ;  and  further,  in  many  wounds  of 
the  chest  the  lung  fills  the  pleural  cavity  in  spite  of  a  large 
opening.  Even  if  it  did  occur  I  think  it  would  be  temporary 
only  unless  fluid  collected  in  the  pleural  cavity. 

The  later  dangers,  such  as  pyothorax  and  pneumonia  de- 
pend upon  the  completeness  with  which  the  technique  of  the 
operation  is  carried  out. 

In  conclusion  I  should  like  to  mention  a  few  points  on  the 
treatment  of  the  cavity  after  the  contents  have  been  success- 
fully removed. 

It  is  often  exceedingly  difficult  to  obtain  free  drainage  even 
when  large  tubes  are  employed ;  in  some  cases  even  swabbing 
the  walls  of  the  cavity  is  ineffectual,  and  these  cases  are  practi- 
cally hopeless,  owing  perhaps  to  inherent  tissue  weakness.  I 
tried  curetting  in  one  of  my  cases,  and  although  I  removed,  as 
I  thought,  all  necrotic  tissue,  still  in  a  few  days  the  cavity 
was  as  bad  as  before.  Continuous  irrigation  often  affords  a 
means  of  efficient  removal,  but  the  tubes  have  an  aggravating 
habit  of  becoming  blocked,  necessitating  frequent  changing  and 
cleaning. 

Irrigation  with  a  solution  of  sulphate  of  quinine  (1 :1000) 
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was  in  one  of  my  cases  remarkably  successful,  and  although 
the  improvement  may  have  been  a  coincidence  and  not  a  post 
hoc  ergo  propter  hoe,  I  think  that  in  cases  of  amoebic  dysentery 
at  least,  it  deserves  a  fair  trial. 


DISCUSSION. 

Dr.  George  Ben  Johnston,  of  Richmond,  Va. — Dr.  Thomp- 
son's paper,  Mr.  President,  has  so  completely  covered  the  ground 
on  the  treatment  of  hepatic  abscess  that  I  shall  not  speak  at 
length,  and  my  remarks  will  not  pertain  to  the  diagnosis  or  cause 
of  abscess  of  the  liver  ;  I  simply  wish  to  state  that  it  is  a  much 
commoner  malady  than  we  are  taught  to  believe.  It  is  not  so 
common  here  as  in  tropical  countries,  but  it  is  far  more  common 
than  we  are  ordinarily  led  to  believe.  In  my  experience  I  have 
seen  ten  cases  of  abscess  of  the  liver.  These  cases  were  clearly 
proven  to  be  such  by  measures  which  were  adopted  (1)  for  the 
purpose  of  diagnosis,  and  (2)  for  curative  purposes.  To  pass  at 
once  to  the  subject  of  treatment  and  the  methods  by  aspiration, 
opening  by  caustics  and  opening  by  free  incision,  I  have  a  very 
different  opinion  from  that  entertained  by  the  essayist.  The  aspi- 
rating-needle  is  often  an  elegant  means  in  aiding  us  to  make  a 
correct  diagnosis.  I  have  never  seen  a  case  of  abscess  of  the  liver 
cured  by  aspiration ;  therefore,  I  say  it  is  not  a  satisfactory 
method  of  treatment.  An  aspirating-needle  which  is  of  sufficient 
size  to  admit  of  its  introduction  into  the  liver  as  a  safe  procedure 
is  not  of  sufficient  calibre  to  thoroughly  evacuate  the  abscess ; 
more  than  that,  we  puncture  the  cavity  at  some  uncertain  point, 
and  we  are  apt  to  go  above  the  abscess  or  back  of  the  cavity  and 
not  thoroughly  evacuate  the  cavity.  We  cannot  with  absolute 
certainty  evacuate  a  cavity  completely  with  an  aspirating-needle, 
neither  can  we  do  this  with  an  ordinary  trocar  and  the  subsequent 
introduction  of  a  drainage  tube  through  the  trocar.  Again, 
neither  of  these  procedures  is  any  safer  than  an  ordinary  incision  ; 
they  are  both  accompanied  by  a  certain  amount  of  risk.  This 
is  particularly  true  of  a  trocar  sufficient  in  calbre  to  admit  a 
satisfactory  drainage-tube  upon  the  withdrawal  of  the  trocar. 

The  treatment  of  hepatic  abscesses  by  caustics  is  a  brutal  treat- 
ment and  unscientific.     On  the  other  hand,  the  treatment  by 
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incision  is  perfectly  scientific  and  thoroughly  satisfactory.  "We 
can  by  a  free  incision  open  the  diseased  region,  inspect  the  liver, 
and  pursue  a  course  according  to  what  we  find.  We  incise  the 
cavity,  procure  perfect  and  absolute  drainage,  put  the  cavity  in 
such  a  condition  as  to  enable  us  to  flush  it  with  antiseptic  fluids, 
and  the  best  of  these  I  think  is  a  2  per  cent.,  or  even  1  per  cent., 
solution  of  carbolic  acid.  With  this  brief  and  imperfect  outline 
on  the  subject  of  treatment,  I  desire  to  mention  a  case  which  I 
have  had  the  satisfaction  of  treating  recently. 

The  patient  was  a  young  merchant,  aged  thirty-three  years, 
married,  and  the  father  of  seven  children.  He  had  had  five  attacks 
of  dysentery,  and  in  the  intervals  between  these  attacks  he  en- 
joyed fair  health.  In  March  last  he  began  to  complain,  and  after 
two  or  three  days  was  confined  to  his  bed  with  an  attack  of  dysen- 
tery, which  was  his  last  attack.  This  attack  lasted  until  the  28th 
of  April.  Recovering  from  that  attack  sufficiently  to  be  about 
and  attend  to  his  business,  he  began  to  manifest  symptoms  in  the 
region  of  the  liver  which  caused  his  physician  to  suspect  that  he 
had  abscess  of  the  liver.  The  patient's  health  improved  under 
Dr.  Towle's  care  for  a  time,  but  soon  began  again  to  decline. 
The  gentleman  saw  Dr.  McGuire,  who  ordered  him  to  go  to  a 
sulphur  spring.  He  went  to  a  sulphur  spring  in  Virginia,  and  a 
short  time  afterward  Dr.  Tiffany  diagnosticated  abscess  of  the  liver, 
and  suggested  an  immediate  operation.  He  came  home  (Char- 
lottesville) ;  I  was  telegraphed  for,  and  concurred  in  the  diagnosis 
that  Tiffany  made,  and  advised  operation.  An  aspirating-needle 
was  used  for  the  purpose  of  locating  the  abscess  cavity.  The 
puncture  was  made  through  the  tenth  intercostal  space,  and  after 
passing  the  needle  in  three  directions,  I  finally  succeeded  in  tap- 
ping the  abscess  cavity  and  withdrawing  pus.  The  general  direc- 
tion of  the  needle  was  borne  in  mind,  and  the  patient  prepared 
for  a  surgical  operation.  The  anterior  two-thirds  of  the  ninth 
rib  were  excised,  the  pleural  cavity  was  cut  into,  and  the  dia- 
phragmatic pleura  was  incised  in  such  a  fashion  as  to  make  the 
incision  correspond  with  the  parietal  layer;  the  margins  were 
stitched  together,  the  diaphragm  was  incised,  and  we  came  at  once 
down  upon  the  liver.  By  palpation  a  bulging  was  detected  in  the 
part  of  the  liver  in  which  the  abscess  existed.  As  far  beyond 
the  infected  region  as  possible,  deep  sutures  of  strong  silk  were 
passed  with  curved  needles  into  the  surface  of  the  liver  at  each 
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extremity  of  the  wound,  the  liver  drawn  up  snugly  into  the 
wound.  The  surrounding  parts  were  packed  in  such  a  manner 
as  to  prevent  the  escape  of  pus  into  the  peritoneal  cavity,  the 
pleural  cavity  having  been  thoroughly  cut  off  by  the  stitching  of 
the  pleura,  and  the  abscess  incised.  An  enormous  quantity  of 
pus  escaped,  and  when  the  cavity  was  thoroughly  evacuated  and 
washed  out,  the  margins  of  the  wound  in  the  liver  were  stitched 
to  the  margins  of  the  superficial  wound,  so  that  the  wound  in  the 
liver  corresponded  to  the  wound  in  the  chest  wall.  A  drainage- 
tube  was  inserted  and  an  ordinary  dressing  applied,  which  was 
renewed  as  it  became  soiled.  At  first  the  discharge  was  free,  but 
gradually  diminished,  and  the  urgent  symptoms  soon  began  to 
subside.  The  temperature,  which  in  the  morning  was  103°,  in 
four  hours  after  operation  subsided  to  97°,  and  remained  sub- 
normal for  thirty-eight  hours,  when  it  again  became  normal,  and 
never  passed  beyond  99°  F.  during  the  remainder  of  treatment. 
The  cavity  was  flushed  from  time  to  time  with  a  weak  solution 
of  carbolic  acid,  a  nutritious  diet  was  prescribed,  and  occasion- 
ally minute  doses  of  deodorized  tincture  of  opium  administered 
sufficient  to  relieve  the  trifling  pain  he  suffered.  In  a  week  from 
the  day  of  the  operation  it  was  manifest  the  patient  was  taking 
on  flesh  and  improving.  The  operation  was  performed  on  the 
27th  of  August,  and  on  the  21st  of  December  the  patient  was 
discharged  from  the  hospital  with  a  tiny  drainage-tube  in  the 
wound,  which  had  been  shortened  from  time  to  time  until  it  repre- 
sented nothing  more  than  the  depth  of  the  tissues  intervening 
between  the  surface  of  the  liver  and  the  exterior  of  the  body. 
The  remaining  portion  of  the  wound  had  thoroughly  granulated 
and  had  cicatrized.  This  drainage-tube  was  finally  removed  at  the 
end  of  the  fifth  week.  At  the  end  of  the  sixth  week  the  patient 
had  gained  fifteen  pounds  in  flesh,  and  was  again  attending  to  his 
business  absolutely  cured.  The  result  in  this  case  was  so  much 
more  satisfactory  than  any  case  I  had  previously  treated  (by 
aspiration),  and  all  of  which  died,  that  I  am  encouraged  to  be- 
lieve that  I  shall  not  have  such  disastrous  results  in  the  future. 

Dr.  A.  B.  Miles,  of  New  Orleans,  La. — There  are  three  points 
to  which  I  wish  to  direct  attention  very  briefly.  I  regret  to  hear 
the  aspirator  so  positively  and  unequivocally  condemned.  I 
think  there  are  some  cases  of  large  abscess,  with  great  tension,  in 
which  it  is  applicable  for  the  purpose  of  giving  temporary  relief 
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and  enabling  the  patient  to  recuperate  for  the  operation  by  free 
incision.  In  abscesses  of  the  liver  in  children  I  have  seen  cures 
from  simple  aspiration.  In  abscesses  of  small  size  in  which  pus 
is  thin  and  runs  through  the  aspirating-needle,  we  may  cure  them 
by  this  measure  alone.  In  small  abscesses  deeply  located  in  the 
substance  of  the  liver,  almost  too  deeply  located  for  such  deep 
incision,  I  believe  it  is  well  to  try  aspiration.  In  the  case  of 
small  hepatic  abscesses  aspiration  does  no  harm  and  stands  a  good 
chance  of  curing  the  patient. 

The  second  point  to  which  I  wish  to  direct  attention  is  a  simple 
device  for  determining  the  existence  of  adhesions.  Our  plan  is 
to  cut  down  over  the  abscess  region  tentatively,  cautiously,  and 
upon  approaching  the  peritoneal  membrane,  to  insert  a  needle 
into  the  abscess  cavity.  The  liver  is  a  movable  organ  if  no  adhe- 
sions have  occurred  ;  it  glides  a  little  with  respiratory  movements, 
and  the  needle  moves  back  and  forth.  In  a  number  of  cases  I 
was  able  to  say  adhesions  existed  or  not,  according  to  the  move- 
ments of  the  needle.  When  adhesions  exist  the  needle  is  fixed 
because  the  liver  is  fixed  by  its  attachments. 

A  third  point :  I  regret  to  hear  the  use  of  caustics  so  univer- 
sally condemned.  After  making  this  incision  tentatively  down 
in  close  proximity  to  the  peritoneal  membrane  in  those  cases  where 
there  is  no  urgency,  and  I  am  sure  adhesions  have  not  existed,  I 
have  dropped  a  little  granule  of  chloride  of  zinc  in  the  wound, 
setting  up  an  inflammatory  process  for  the  purpose  of  establish- 
ing adhesions.  After  the  lapse  of  twenty-four  hours  adhesions 
occur ;  then  I  am  sure  one  can  enter  the  abscess  cavity  more 
safely. 

I  take  great  pleasure  in  paying  tribute  to  one  of  the  most  dis- 
tinguished clinical  teachers  of  New  Orleans,  Dr.  D.  Warren 
Brickell,  whose  advice  I  have  followed  with  success  in  a  sufficient 
number  of  cases  to  warrant  me  in  continuing  that  practice  in  a 
certain  class  of  cases. 

Dr.  Brown. — Do  you  find  abscess  of  the  liver  frequently  in 
this  locality  ? 

Dr.  Miles. — Yes ;  it  is  a  common  disease  in  this  city.  This  is 
an  important  subject,  and  I  wish  Dr.  Thompson  had  had  more 
time  for  presenting  his  excellent  paper.  The  Doctor  has  taken 
advanced  ground  in  the  treatment  of  hepatic  abscess,  and  I  have 
profited  very  much  by  his  instructive  remarks. 


DISCUSSION.  323 

Dr.  B.  E.  Hadra,  of  Galveston,  Tex. — I  wish  to  say  a  few 
words  in  reference  to  diagnosis  of  hepatic  abscess.  Where  I 
lived,  in  western  Texas,  these  abscesses  were  quite  common,  and 
I  have  had  quite  an  experience  with  them.  I  found  it  often 
extremely  difficult  to  make  my  diagnosis.  The  disease  will  come 
on  once  quite  rapidly,  the  other  time  very  slowly.  I  have  seen 
cases  looking  like  typhoid  fever,  the  difference  being  that  the 
fever  was  not  of  a  remittent  character.  Then,  again,  there  was 
headache  present  without  the  known  typhoid  numbness  of  the 
sensorium,  etc.  In  every  case  where  I  could  not  find  anything 
else,  even  though  the  liver  was  not  enlarged  or  painful,  but  a 
temperature  without  remissions,  associated  with  severe,  continuous 
headache,  I  was  accustomed  to  look  for  an  abscess  of  the  liver. 
As  a  matter  of  course,  there  are  many  cases  where  the  symptoms 
are  very  plain,  sometimes  there  is  but  little  fever  or  little  head- 
ache, yet  a  good  deal  of  enlargement  of  the  liver — in  short, 
all  kinds  and  combinations  will  be  encountered.  It  is  well  to 
know  that  not  in  every  case  will  the  known  text-book  symptoms 
be  met  with. 

Dr.  Thompson. — I  have  but  a  few  remarks  to  make.  I  thank 
the  members  for  listening  so  attentively  to  my  paper.  I  did  not 
bring  out  the  points  as  I  would  like  to  have  done,  owing  to  lack 
of  time  at  my  disposal. 

In  answer  to  Dr.  Miles,  I  would  state  that  I  did  not  absolutely 
condemn  aspiration,  but  said  I  never  resorted  to  it  with  the  hope 
of  curing  my  patient.  I  felt  inclined  to  condemn  any  such  bun- 
gling measures  as  the  use  of  caustics  or  other  means  to  excite 
inflammation  of  a  character  we  know  nothing  about.  Suppose 
you  had  excited  inflammation,  you  may  plunge  your  knife  into 
the  abscess,  cut  beyond  the  adhesions,  and  light  up  a  septic  pro- 
cess in  the  peritoneal  cavity.  "While  abscesses  of  the  liver  are 
occasionally  sterile,  they  may  contain  amoebae  or  streptococci. 
Out  of  Little's  operations  three  or  four  of  his  patients  died  from 
septic  peritonitis.  We  can  only  explain  his  marvellous  success 
by  one  of  two  circumstances,  namely,  either  there  were  adhesions, 
or  the  majority  of  the  abscesses  were  sterile. 

In  reference  to  the  case  reported  by  myself,  where  I  irrigated 
with  sulphate  of  quinine,  I  did  so  for  the  reason  that  the  contents 
of  the  abscess  were  loaded  with  amoebae.  The  case  got  well.  I 
throw  this  out  as  a  hint,  thinking  it  may  be  of  some  future  use. 


AN   EXTRA-PERITONEAL    METHOD   OF    OPER- 
ATING  IN   CERTAIN    CASES   OF 
APPENDICITIS. 


By  Bacon  Saunders,  M.D., 
Fort  Worth,  Tex. 


Perhaps  no  question  in  the  whole  range  of  operative 
surgery  has  elicited  more  painstaking  thought  and  inquiry 
in  the  past  decade  than  the  one  of  when  to  operate  and  how  to 
operate  in  the  different  phases  of  suppurative  troubles  in  con- 
nection with  the  appendix  vermiformis. 

Time  were  only  wasted  to  even  mention  all  the  steps  by 
which  the  technique  of  the  operative  treatment  of  this  very 
common  and  serious  condition  has  been  brought  to  its  present 
high  state  of  perfection,  to  an  audience  such  as  the  one  before 
me. 

The  method  of  operating  as  ordinarily  recommended  and 
practised  by  leading  workers  in  this  field  is  generally  satis- 
factory both  in  its  execution  and  its  results.  I  do  not  offer 
any  criticism  on  the  operation  as  commonly  practised,  for  in 
the  vast  majority  of  cases  of  appendicitis  no  other  method  will 
suffice  or  will  enable  us  to  get  to  the  ground-floor  of  the 
trouble,  so  to  speak. 

I  wish  to  consume  a  few  moments  of  time  only,  in  pre- 
senting a  single  method  which  I  have  been  able  to  carry  out 
in  six  out  of  two  dozen  cases  of  suppurative  trouble  in  con- 
nection with  the  caecum  or  appendix,  upon  which  I  have 
operated  up  to  this  time.  Five  of  the  cases  were  operated  on 
for  primary  abscess,  the  other  to  close  an  old  fistulous  tract 
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resulting  from  the  spontaneous  rupture  of  an  abscess  two  years 
prior  to  the  time  of  operating. 

We  all  know  how  in  the  early  days  of  the  evolution  of 
this  operation  it  was  taught  and  practised  as  unsafe  to  cut 
down  on  even  an  appendicitic  abscess,  except  in  the  middle 
line  of  the  abdomen.  We  felt  the  necessity  of  having  com- 
mand of  the  whole  abdominal  cavity  in  case  of  a  mistake  in 
diagnosis.  It  was  an  immense  stride  forward  to  make  the 
incision  directly  over  the  seat  of  the  supposed  disease.  It 
enabled  the  operator  to  have  direct  command  of  the  field  of 
his  work.  But  is  it  always  the  better,  because  easier  and 
safer  course,  to  follow  this  rule  in  every  case  with  unvarying 
exactitude?  The  experience  of  myself  is  that  there  are 
instances  in  which  this  is  certainly  not  the  most  conservative 
course  to  follow.  What  has  happeued  to  one  observer  is  apt 
at  any  time  to  cross  the  path  of  any  other  traveller  on  the 
same  line.  There  are  some  cases,  beyond  the  slightest  doubt, 
of  abscess  connected  with  the  appendix  in  which  the  relations 
of  that  organ  are  such  that  the  pus  and  other  inflammatory 
debris  can  be  reached  and  evacuated  without  the  slightest 
danger  of  injuring  or  infecting  the  peritoneal  cavity — in  fact, 
the  work  is  done  entirely  external  to  it.  The  basis  of  the 
method  lies  in  well-established  facts  of  anatomy  and  the 
clinical  history  of  such  cases.  The  anatomical  facts  being 
those  of  the  position  and  relation  of  the  appendix  to  the  caecum, 
which  while  very  variable  does  undoubtedly,  once  in  a  while 
at  least,  occupy  what  is  supposed  to  be  nearest  a  normal  posi- 
tion, viz.,  internal  to  the  caecum  and  behind  that  organ  and 
the  termination  of  the  ileum.  The  clinical  facts  are  that  in 
such  a  position  of  the  appendix  in  case  of  inflammation,  or 
even  perforation,  the  products  of  such  inflammation  will 
rapidly  cut  off  egress  to  themselves  internally  by  adhesions, 
and  leaving  as  the  easiest  possible  direction  for  the  escape  of 
the  further  degenerated  products  of  that  same  inflammation  to 
be  toward  that  of  the  least  resistance  along  the  cellular  space 
behind  the  caecum,  between  it  and  the  underlying  muscles. 
It  follows,  if  this  state  of  affairs  is  ever  found  to  exist,  that 


326     EXTRA-PERITONEAL  OPERATION  IN  APPENDICITIS. 

the  safest  way  to  open  that  cavity  and  clean  out  its  contents 
is  by  an  incision  through  the  abdominal  wall  on  a  line  with 
the  outer  border  of  the  csecurn  and  parallel  to  it,  which  would 
be  about  an  inch  internal  to  the  anterior  superior  spinous 
process  of  the  ilium.  After  going  through  the  muscular  wall 
of  the  abdomen,  the  rest  of  the  way  can  be  easily  gone  by  the 
finger  or  other  dull  instrument  through  the  loose  connective- 
tissue,  external  to  aud  behind  the  csecum,  until  the  abscess  is 
reached  and  entered,  being  careful  not  to  disturb  the  adhesions 
forming  its  inner  boundary.  The  finger  is  preferable  to  do 
this  with,  because  the  operator  can  tell  just  how  far  he  is  going 
and  into  what  structures  he  is  entering.  Having  encountered 
the  abscess,  all  particles  of  necrotic  tissue  must  be  carefully 
dug  away  and  washed  out  by  irrigation  and  thorough  drainage 
provided  for  in  the  usual  way.  The  after-treatment  does  not 
differ  from  that  of  other  deep-seated  abscesses  which  contain 
a  certain  residue  of  septic  material.  It  may  seldom,  indeed 
it  may  never  happen  that  the  appendix  can  be  reached  and 
ligated  by  this  method.  But  a  thing  that  is  of  vastly  more 
moment  can  be  done,  and  that  is,  the  life  of  the  patient  can  be 
saved  in  a  way  that  is  simple  in  its  details  and  perfect  in  its 
results.  If  it  were  always  possible  to  provide  ample  escape 
for  pus  aud  other  products  of  inflammation  in  this  locality,  in 
how  many  cases  would  it  matter  in  the  end  if  the  appendix 
were  never  thought  of  in  our  operations'?  The  bugbear  of  a 
fecal  fistula  remaining  to  plague  the  patient  and  torment  the 
surgeon  has  ceased  to  trouble  the  minds  of  those  who  do  much 
of  this  kind  of  work.  When  such  an  occurrence  does  follow 
any  of  the  operations  for  appendical  troubles  it  usually  closes 
spontaneously  in  so  short  a  time  as  to  cause  little  apprehension. 
In  one  of  the  cases  out  of  the  six  operated  on  by  me  in  this 
way  a  fecal  fistula  remained,  but  was  entirely  healed  in  six 
weeks.  Nature  shuts  off  and  totally  destroys  many  an 
appendix  that  never  comes  into  the  hands  of  the  surgeon. 
It  in  that  case  why  not  in  this,  where  the  circumstances  after 
this  operation  are  more  favorable  for  her  wonderful  eliminative 
work  than  in  that?    Shall  we  needlesslv  endanger  the  life  of 
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a  confiding  client  that  we  may  do  what  may  be  called  a  nicer 
and  more  surgical  operation,  or  that  one  more  useless  appendix 
vermiform  is  may  be  added  to  the  number  already  dangling 
from  our  surgical  belts  ? 

The  diagnosis  of  the  cases  to  which  this  operation  is  ap- 
plicable is  the  most  important  and  at  the  same  time  the  most 
difficult  feature  of  it.  It  will  not  be  thought  of  in  any  case 
where  the  primary  object  is  to  remove  an  appendix  supposed 
to  be  the  seat  of  chronic  or  recurring  inflammation  and  its 
ablation  is  deemed  advisable  as  a  prophylactic  measure.  Nor 
would  it  be  attempted  in  cases  where,  from  the  location  of  the 
tumefaction,  pain,  and  tenderness,  the  appendix  is  thought  to 
be  entirely  internal  to  the  cascuin,  either  above  or  below  ;  and 
much  less  would  its  selection  be  wise  in  a  case  of  sudden  per- 
foration, where  almost  the  first  symptoms  of  the  attack  are 
those  of  fulminant  septic  peritonitis. 

Exclude,  if  you  please,  all  the  classes  mentioned,  and  there 
still  will  remain  a  certain  number  that  will  be  met  with — a 
very  small  minority,  it  is  true,  of  the  sum-total — in  which  the 
disease  is  slow  and  insidious  in  development,  marked  by  more 
or  less  febrile  disturbance,  usually  mild  at  the  beginning, 
with  pain  and  tenderness  referred  to  the  immediate  vicinity  of 
the  caecum,  with,  a  little  later,  the  presence  of  tumefaction  or 
swelling,  which  often  cannot  be  distinctly  made  out  except 
under  the  use  of  anaesthesia.  The  point  of  the  most  acute 
tenderness  and  the  situation  of  the  tumor  carefully  mapped 
out  under  an  anaesthetic  will  determine  with  fair  degree  of 
accuracy  if  it  is  possible  to  meet  the  indications  of  a  case  by 
this  external  incision.  It  is  a  matter  of  little  concern  in  such 
a  case  whether  the  real  fons  et  origo  of  the  trouble  is  an 
ulcerated  caecum  or  an  ulcerated  appendix,  so  far  as  the 
proper  treatment  is  influenced  by  it.  If  it  were  possible  to 
decide  this  point  beforehand  it  would  not  change  the  indica- 
tions for  treatment  in  the  least. 

If  only  one  time  in  twenty,  or  even  in  fifty,  the  patient  can 
be  relieved  in  this  way,  is  our  duty  to  such  a  case  any  the  less 
clear  on  that  account  ?     Is  not  such  a  patient  clearly  entitled 
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to  all  the  benefits  that  can  be  made  to  accrue  from  his  advan- 
tageous conditions  ? 

If  we  study  each  individual  case  closely  and  solely  on  its 
own  merits,  with  a  view  to  its  relief  by  the  simplest  and  safest 
method,  it  is  believed  the  coast  will  be  found  clear  oftener 
than  we  have  been  wont  to  think. 


CONTUSION  OF   THE   BRAIN. 


By  J.  B.  Murfree,  M.D., 
Murfreesboro,  Tenn. 


The  brain,  the  seat  of  the  mind,  is  that  portion  of  the 
cerebro-spinal  axis  contained  within  the  cranial  cavity  and 
firmly  environed  by  several  bones  of  the  skull. 

It  is  composed  of  a  white,  soft  substance  divided  into  dif- 
ferent compartments  and  processes,  the  whole  being  enveloped 
and  protected  by  the  three  membranes,  pia  mater,  arachnoid, 
and  dura  mater. 

Situated  at  the  upper  extremity  of  the  body  and  enclosed 
in  a  bony  cavity,  it  is  the  seat  of  the  high  mental  faculties 
which  distinguish  man  as  a  rational  and  intelligent  being; 
yet  it,  like  other  pax'ts  of  the  human  body,  is  subject  to  inju- 
ries from  external  violence. 

The  injuries  of  the  brain  are  usually  recognized  as  com- 
pression, concussion,  and  contusion  and  laceration. 

Contusion  of  the  brain  is  the  particular  lesion  which  I 
desire  to  briefly  consider.  Concussion  and  compression  of 
the  brain  are  injuries  that  are  distinct  in  their  symptoms  and 
generally  easily  recognized  (though  not  always  clearly  differ- 
entiated) and  are  clearly  and  fully  described  in  our  text-books. 
But  contusion,  although  a  special  injury  distinct  and  separate 
from  compression  and  concussion,  is  not  always  recognized, 
nor  is  it  clearly  and  definitely  treated  of  in  our  literature  and 
text-books.  Yet  that  such  a  condition  does  occur  as  a  dis- 
tinct pathological  lesion  giving  rise  to  a  particular  train  of 
symptoms  is  demonstrated  by  post-mortem  examinations  and 
clinical  observations. 
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In  a  somewhat  limited  clinical  experience  I  have  had  oppor- 
tunity of  observing  a  train  of  symptoms  following  injuries  of 
the  head  which  fully  conformed  to  those  of  contusion  of  the 
brain  as  described  by  the  few  authors  who  have  written 
about  this  lesion. 

Contusion  of  the  brain  is  defiued  to  be  a  sudden  and  violent 
attrition  of  a  portion  of  its  substance,  attended  with  more  or 
less  laceration  and  an  effusion  of  blood,  generally  in  the 
form  of  minute  specks  of  little  clots ;  a  sudden  and  violent 
shaking  up  of  the  brain,  with  a  bruising  of  its  tissues  and 
laceration  of  the  minute  bloodvessels.  In  a  few  words,  it  is 
a  bruising  of  the  brain  which  (as  in  other  parts)  is  followed 
by  a  certain  train  of  symptoms  indicative  of  the  particular 
pathological  lesions. 

Contusion  of  the  brain  is  necessarily  the  result  of  external 
violence  applied  to  the  head  either  directly  or  indirectly. 

The  more  extensive  contusions  are  nearly  always  the  result 
of  external  violence  directly  applied ;  sometimes,  however,  they 
are  caused  by  indirect  violence. 

The  most  usual  seat  of  the  injury  is  about  the  base  of  the 
brain,  most  frequently  in  the  cerebrum  and  on  its  under  sur- 
face. The  cerebellum,  pons,  crura,  and  medulla  are  some- 
times contused,  though  rarely. 

The  extent  of  the  injury  varies  greatly,  from  a  small  patch 
so  minute,  perhaps,  as  to  make  no  impression  upon  the  indi- 
vidual while  living,  and  scarcely  to  be  recognized  after  death, 
to  a  contusion  so  extensive  as  to  involve  the  greater  part  of 
an  entire  lobe  or  even  one  of  the  hemispheres.  Contusion 
of  the  brain  occurs  sometimes  with  a  fracture  of  the  skull, 
aud  is  then  apt  to  be  severe,  and  especially  is  this  the  case 
when  the  fracture  is  situated  at  the  base  of  the  brain  from 
force  applied  to  the  vertex,  as  falls  upon  the  head.  Occa- 
sionally the  force  is  so  great  that  a  contusion  is  produced  in 
different  parts  of  the  brain  remote  from  each  other.  The 
cause  of  contusion  of  the  brain  is  always  external  violence, 
either  directly  or  indirectly  applied.  In  severe  cases  the 
lesion  is  usually  produced  by  direct  violence,  while  the  milder 
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cases  are  the  result  of  indirect  violence.  Sometimes,  how- 
ever, though  rarely,  a  severe  contusion  may  be  the  result  of 
indirect  violence.  Contusion  of  the  brain  occurs  in  two  dif- 
ferent forms,  the  circumscribed  and  the  diffused. 

In  the  circumscribed  variety  the  injury  is  limited  to  a  small 
portion  of  the  brain  and  is  confined  to  the  gray  substance. 

The  amount  of  the  injury  to  the  brain  varies  in  degree  and 
extent.  "In  the  milder  class  of  these  injuries,  the  contusion 
is  of  small  area.  At  the  seat  of  the  injury  there  is  a  discolora- 
tion of  the  brain  tissue;  it  presents  a  dark  purplish  hue  and 
is  covered  with  very  small  spots  of  extravasated  blood  (per- 
haps not  larger  than  a  pin's  point)  closely  grouped  together, 
the  dark  color  gradually  fading  from  the  centre  to  the  cir- 
cumference as  the  points  of  diffused  blood  become  less  fre- 
quent. These  patches  are  not  easily  washed  away,  and  retain 
their  color  and  consistency  even  under  rough  handling. 

"  In  more  severe  cases,  the  central  parts  of  the  bruised 
portions,  thoroughly  infiltrated  with  blood,  are  of  a  uniform 
dark-purplish  color,  which  extends  some  distance  both  into 
the  gray  and  white  substances ;  imbedded  in  this  part  are 
little  clots  of  blood  of  the  size  of  peas,  and  around  the  circum- 
ference and  in  the  deeper  parts  are  specks  of  extravasation 
scattered  more  and  more  widely  until  they  gradually  dis- 
appear. The  brain  substance,  torn,  broken  up,  and  sin-eddy, 
readily  gives  way  under  a  gentle  stream  of  water,  which, 
while  gradually  loosening  the  clots  of  blood,  carries  them  away, 
leaving  little  pits  with  irregular  and  shaggy  margins  and 
thickly  studded  throughout  with  pin-point  extravasations." 

In  contusion  of  the  brain  the  membranes  are  also  involved 
to  a  greater  or  less  extent.  In  the  mild  cases  the  pia  mater 
only  is  injured.  In  the  severe  cases  the  investing  membrane 
as  well  as  the  pia  mater  is  torn  and  there  is  an  extravasation 
of  blood  in  the  cavity  of  the  arachnoid.  In  the  diffused 
variety  there  is  a  general  contusion  of  the  brain  ;  the  extrav- 
asation of  blood  is  more  generally  scattered  throughout  the 
brain,  on  the  surface  as  well  as  in  the  interior. 

Circumscribed  contusion  is  of  more  frequent   occurrence 
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than  the  diffused  variety.  Contusion  of  the  brain  may  take 
place  at  the  point  where  the  blow  is  received,  or  it  may  be  far 
away,  at  a  part  distant  from  the  seat  of  the  external  wound ; 
on  the  opposite  side  of  the  brain,  by  contre-coup,  "  the  wave 
in  the  cerebro-spinal  fluid  created  by  a  blow  produces  what  is 
often  its  maximum  effect  on  the  opposite  side  of  the  skull 
from  the  point  struck,  tearing  the  vessels  of  the  pia  mater  and 
cortex." 

All  parts  of  the  brain  are  not  alike  subject  to  contusion, 
the  lesion  occurring  in  some  parts  more  frequently  than  in 
others. 

The  base  of  the  brain  is  most  frequently  the  seat  of  the 
contusion,  the  upper  part  very  seldom.  The  middle  lobes 
are  most  frequently  injured,  the  anterior  next,  and  the  pos- 
terior very  seldom. 

This  is  explained  by  the  fact  that  the  posterior  lobes  lie 
upon  a  soft  cushion,  the  tentorium  cerebelli,  but  the  anterior 
and  middle  lobes  are  in  contact  with  irregular  and  angular 
projections  of  bones,  which,  although  rounded  off  to  a  certain 
extent  and  smoothed  down  by  the  dura  mater,  are  still  both 
sharp  and  numerous.  The  cause  of  contusion  of  the  brain, 
as  already  stated,  is  external  violence  upon  the  head,  espe- 
cially with  a  blunt-pointed  instrument.  It  is  the  result  of  a 
concentration  of  force  applied  to  one  particular  part.  The 
skull  need  not  be  fractured,  and,  as  a  fact,  in  a  majority  of 
cases  there  is  no  fracture.  Occasionally  the  contusion  is  the 
result  of  violence  indirectly  applied  to  the  brain,  as  in  falls 
upon  the  feet,  etc. 

The  symptoms  of  contusion  of  the  brain  are  always  meagre, 
often  obscure,  so  much  so  that  the  nature  of  the  injury  is  fre- 
quently overlooked,  necessarily  so  from  the  fact  that  contusion 
is  nearly  always  associated  with  concussion  of  the  brain,  and 
the  symptoms  of  each  lesion  are  so  mingled  and  coupled 
together  that  the  diagnosis  is  uncertai  n,  often  impossible  for 
the  first  few  days  of  the  injury.  Again,  contusion  in  some 
cases  is  complicated  with  fracture  of  the  skull,  and  then  com- 
pression of  the  brain  marks  the  symptoms  of  contusion.     But 
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ordinarily  the  particular  train  of  symptoms  which  indicates 
contusion  of  the  brain  are :  persistence  of  unconsciousness, 
stupor  without  stertorous  breathing. 

In  milder  cases  there  is  a  contraction  of  the  pupils  of  one 
or  both  eyes  (usually  only  one),  contraction  of  one  of  the  lids, 
convulsive  movements  of  one  or  more  of  the  muscles  of  the 
face,  especially  about  the  lips ;  difficult  pronunciation,  loss  of 
expression,  a  vacant  stare.  In  addition  to  these  symptoms, 
in  the  severer  cases  there  will  be  tonic  spasms  of  the  limbs, 
restlessness  and  extreme  agitation,  constant  rolling  and  tum- 
bling in  bed,  unconsciousness,  partial  or  complete;  rigid  con- 
traction of  one  or  more  of  the  limbs,  especially  the  ringers ; 
drowsiness  and  more  or  less  delirium. 

In  the  slight  cases  the  symptoms  will  be  less  marked  and 
evanescent,  the  brain  in  a  short  time  accommodating  itself  to 
the  injury.  The  decubitus  is  decidedly  symptomatic,  the 
patient  almost  invariably  lying  upon  one  side  with  the  limbs 
drawn  up;  there  is  a  general  flexion  of  the  limbs.  The  limbs 
are  flexed,  and  if  straightened  out  are  immediately  drawn  up. 

In  some  cases  there  is  a  relaxation  of  the  sphincters,  the 
urine  and  feces  passing  involuntarily  ;  in  one  case  there  was 
retention  of  the  urine.  There  will  be  pain  in  the  head  (gen- 
erally constant)  with  a  partial  paralysis  of  some  of  the  facial 
muscles,  impaired  vision,  twitching  of  the  muscles  of  the  face, 
defective  sensation  with  mental  hebetude. 

The  diagnosis  in  well-marked  cases  will  not  be  difficult, 
the  persistence  of  stupor,  the  absence  of  stertor,  the  great 
restlessness,  the  peculiar  decubitus,  the  impaired  mental  action, 
together  with  severe  pains  in  the  lower  limbs,  point  clearly 
to  the  nature  of  the  disease. 

But  in  mild  cases  these  symptoms  are  insignificant,  and 
often  many  of  them  are  entirely  absent.  When  contusion  is 
complicated  with  compression  of  the  brain  we  have  no  means 
of  estimating  the  extent  of  each  lesion  nor  of  differentiating 
them. 

The  prognosis  in  contusion  of  the  brain  is  dependent  to  a 
great  extent  upon  the  character  and  condition  of  the  patient, 
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the  amount  of  violence  used  in  producing  the  injury,  the 
extent  of  the  lesion,  and  the  existing  complications.  In 
slight  contusion  of  the  brain  of  the  young  and  healthy,  un- 
complicated, the  prognosis  is  very  favorable ;  the  effused  blood 
is  readily  absorbed  and  the  injury  of  the  brain  tissue  repaired. 
In  the  aged  and  cases  where  the  injury  is  great  and  the  con- 
tusion extensive,  the  prognosis  is  unfavorable.  Contusion  of 
the  brain  is  a  very  dangerous  condition,  oftentimes  attended 
with  fatal  results ;  but  it  is  not  always  fatal,  oftentimes  the 
patient  recovers.  But  when  the  contusion  is  very  great  the 
worst  consequences  are  to  be  feared;  death  may  result  soon 
after  the  reception  of  the  injury,  from  structural  lesion  of  the 
cerebral  tissue,  or  occurring  later,  may  be  caused  by  inflam- 
mation of  the  brain  and  its  enveloping  membrane. 

The  course  of  the  pathological  changes  consequent  upon 
the  injury  is  usually  prolonged  for  several  days.  The  active 
symptoms  may  continue  for  weeks  or  more  when,  in  favorable 
cases,  there  is  a  gradual  return  of  the  mental  faculties  and  a 
subsidence  of  the  graver  symptoms,  yet  for  many  weeks  the 
effect  of  the  injury  is  felt  by  the  patient.  He  suffers  with 
severe  and  frequent  recurring  headache,  indifference,  with  an 
indisposition  to  make  any  mental  effort 

The  results  of  the  injury  are  pains  in  the  lower  limbs,  espe- 
cially about  the  knees,  peevish  disposition,  mental  hebetude, 
and  cerebral  irritation. 

The  treatment  of  contusion  is  more  of  expectancy  than 
active  medication.  There  is  always  more  or  less  shock,  and 
the  first  indication  is  to  secure  a  gradual  reaction.  The  patient 
should  be  placed  in  a  recumbent  position,  ample  ventilation 
secured,  and  utmost  quietude  enjoined,  artificial  heat  to  the 
extremities,  and  diffusible  stimulants  administered,  hypoder- 
matically  if  need  be. 

After  reaction  from  the  shock  it  is  absolutely  necessary  to 
keep  the  patient  perfectly  quiet  and  at  complete  rest.  The 
excessive  restlessness  must  be  controlled  by  anodynes,  and 
the  best  of  these  is  morphine  hypodermatically  administered. 
No  fear  need  be  felt  of  increasing  the  tendency  to  inflammatory 
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action  by  the  use  of  morphine.  The  obtunding  of  the  sen- 
sitiveness of  the  nerve  centres  by  morphine  rather  retards 
than  excites  inflammation.  An  active  cathartic  should  be 
given  soon  after  the  injury ;  subsequently  the  bowels  should 
be  moved  by  an  enema,  while  the  diet  should  be  light  yet 
nutritious. 

The  principle  of  treatment  is  to  place  the  patient  in 
the  best  condition  for  the  gradual  restoration  of  the  brain 
to  the  performance  of  its  normal  functions.  And  we  can 
only  do  this  by  securing  quietude  and  x'est,  maintaining  the 
natural  functions  of  the  body,  and  awaiting  the  results,  in 
the  meantime  warding  off"  any  threatened  danger  by  appro- 
priate remedies.  Should  inflammation  occur  it  must  be  con- 
trolled by  arterial  sedatives,  bloodletting  (when  admissible), 
aconite,  veratrum  viride,  and  the  local  application  of  cold. 
The  bichloride  of  mercury  and  the  iodide  of  potassium  should 
be  given  to  cause  the  absorption  of  the  cerebral  effusion. 
Should  the  inflammation  be  localized  and  abscess  result,  the 
proper  remedy  would  be  to  open  the  skull  and  evacuate  the 
pus.  The  less  dangerous  symptoms  are  to  be  treated  by  the 
same  watchful  care,  perfect  rest,  and  the  avoiding  of  any 
mental  excitement. 

Thus  I  have  delineated  the  condition  of  contusion  of  the 
brain,  and  am  well  aware  that  I  have  offered  nothing  new, 
nor  presented  the  subject  so  well  as  others  might  have  done. 
But  if  the  paper  will  have  the  effect  to  draw  the  attention 
of  this  Association  more  closely  to  the  subject  of  contusion 
of  the  brain  and  beget  a  desire  to  more  thoroughly  investi- 
gate the  subject,  I  will  be  gratified. 


HEMORRHAGIC  EMISSIONS. 


By  G.  Frank  Ltdston,  M.D., 
Chicago,  Illinois. 


Very  little  has  been  written  upon  the  subject  of  hemor- 
rhagic emissions,  yet  I  have  become  convinced  that  an  ad- 
mixture of  blood  with  the  seminal  discharge  is  not  only  more 
frequent  than  is  generally  supposed,  but  is  often  due  to  causes 
that  are  imperfectly  understood.  I  shall  not  endeavor  to 
present  all  of  the  illustrative  cases  which  have  come  under 
my  observation.  Some  of  them  were  met  with  at  a  time 
when  I  was  not  particularly  interested  in  the  subject  in  hand, 
and  others  in  which  I  have  made  full  notes  would  merely  be 
a  repetition  of  the  several  classes  of  cases  comprised  by  the 
series  presented  in  the  present  paper. 

Case  I. — A  professional  gentleman,  thirty-eight  years  of  age, 
presented  himself  with  the  following  history  :  He  was  consider- 
ably run  down  from  overwork,  and  had  been  a  sufferer  for  some 
time  with  pronounced  neurasthenia,  which  in  his  opinion  was 
sexual  in  character.  He  had  never  had  any  injury  of  the 
genito-urinary  tract,  but  had  experienced  a  protracted  gonor- 
rhoea many  years  before  he  came  under  my  observation.  For 
some  months  he  had  observed  that  after  the  sexual  act  he  had 
quite  a  profuse  hemorrhage  from  the  urethra,  which  lasted  for 
some  little  time,  and  which  was  followed  by  hematuria,  lasting 
for  a  day  or  so  and  disappearing  without  leaving  any  bad  effects. 
There  had  been  some  irritability  of  the  prostatic  urethra,  but 
the  symptoms  indicative  of  this  were  by  no  means  pronounced. 
When  he  first  noticed  his  difficulty  there  was  no  hemorrhage 
after  the  act  of  copulation,  and  he  supposed  that  the  condi- 
tion of  affairs  was  explicable  by  the  sudden  appearance  of  the 
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menstrual  discharge  in  the  other  party  to  the  act.  There  had 
been  no  obstruction  to  the  urinary  outflow.  Aside  from  the 
inconvenience  and  embarrassment  incidental  to  the  hemorrhage, 
he  was  considerably  disturbed  in  mind  by  the  suspicion  that  a 
tumor  might  be  present  in  the  urethra  or  bladder.  Examination 
detected  a  congested  and  irritable  stricture  of  large  calibre  in 
the  pendulous  urethra  at  a  depth  of  three  and  one-half  inches 
from  the  meatus.  The  gentlest  possible  manipulation  with  the 
exploring  bulb  caused  quite  profuse  hemorrhage.  The  prostate, 
bladder,  and  seminal  vesicles  were  apparently  normal.  The 
explanation  of  the  hemorrhagic  ejaculations  in  this  case  was 
obviously  very  simple.  Dilatation  of  the  stricture  relieved  this 
particular  symptom  completely.  The  stricture,  however,  being 
irritable  and  resilient,  was  subsequently  operated  upon. 

Case  II. — A  young  man,  twenty-eight  years  of  age,  presented 
himself  to  me  with  a  somewhat  similar  history  as  that  of  Case  I. 
The  patient  in  this  instance,  however,  was  a  very  healthy  and 
powerful  man,  who  had  had  distinct  symptoms  of  stricture  for 
several  years.  He  had  had  a  "  light  attack  of  syphilis,"  as  he 
expressed  it,  at  about  the  age  of  twenty.  In  this  case  the  hemor- 
rhage attendant  upon  the  emission  was  not  only  profuse,  but 
lasted  in  greater  or  less  amount  for  several  days.  The  patient 
himself  had  formed  a  correct  opinion  as  to  the  source  of  the 
blood.  I  found  in  this  instance  several  strictures  in  the  penile 
portion  of  the  canal  and  a  moderately  tight  perineal  stricture. 
There  were  slight  fulness  and  tenderness  of  the  prostate  and 
seminal  vesicles.  I  suggested  an  operation  upon  the  penile 
stricture,  which  was  declined,  the  patient  preferring  to  rely 
altogether  upon  dilatation,  which  proved  eminently  satisfactory, 
so  far  as  the  relief  of  his  symptoms  was  concerned. 

Case  III. — A  perfectly  healthy  man,  thirty-two  years  of  age, 
who  had  been  continent  for  a  prolonged  period  and  who  had 
never  had  any  venereal  disease,  presented  himself  to  me  with  a 
history  of  nocturnal  emissions  characterized  by  a  very  profuse 
admixture  of  blood  with  the  seminal  discharge.  On  inquiry  I 
found  that  the  continence  of  this  patient,  like  that  of  many 
other  men,  was  a  relative  matter,  inasmuch  as  he  allowed  him- 
self unbridled  license  short  of  actual  physical  indulgence.  He 
was  a  high  liver  and  by  no  means  abstemious  as  regards  alco- 
holics.    Careful  inquiry  readily  elicited  the  cause  of  his  diffi- 
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culty.  He  had  been  engaged  for  some  months,  with  the  resultant 
sexual  stimulation  without  gratification  that  is  usually  attendant 
upon  protracted  engagements  where  the  parties  to  the  contract 
are  intimately  associated.  In  addition  to  this  sexual  factor  in 
the  production  of  his  trouble,  he  had  been  indulging  in  famil- 
iarities with  various  women  without  the  natural  method  of 
relief.  The  prostate  in  this  case  was  moderately  tender  and 
swollen ;  the  seminal  vesicles  also  somewhat  enlarged  and  ten- 
der. Proper  instruction  in  sexual  hygiene,  the  liberal  adminis- 
tration of  ergot  and  bromides  in  combination  with  the  occasional 
introduction  of  the  cold  steel  sound,  relieved  this  case  com- 
pletely. He  has  since  married,  and,  as  far  as  I  am  able  to  learn, 
has  no  complaint  to  make  regarding  his  sexual  function. 

Case  IV. — A  young  man,  eighteen  years  of  age,  consulted  me 
regarding  frequent  and  painful  nocturnal  emissions,  from  which 
he  had  suffered  for  about  three  months.  These  had  come  on  in 
the  course  of  a  posterior  urethritis  from  which  he  had  suffered 
from  four  to  five  months  prior  to  the  beginning  of  the  symptom 
for  which  he  consulted  me.  The  semen  was  mixed  with  consid- 
erable blood.  There  had  been  the  usual  symptoms  of  vesical 
irritation  characteristic  of  posterior  urethral  inflammation.  He 
stated  that  at  one  time  vesical  symptoms  had  been  quite  severe ; 
there  had  been  some  obstruction  to  urination.  There  was  no 
hemorrhage  after  ejaculation.  These  symptoms  had  been  attrib- 
uted by  his  physician  to  inflammation  of  the  prostate.  Ex- 
amination revealed  a  posterior  urethritis,  and  a  prostate  and 
seminal  vesicles  which  were  considerably  enlarged  and  very  ten- 
der, the  seminal  vesicles  particularly  being  exquisitely  tender. 
There  was  no  stricture  of  the  urethra.  The  patient  was  given 
careful  instruction  in  sexual  hygiene  and  a  mixture  containing 
bromide  of  potassium,  ergot,  and  gelsemium  in  full  doses.  As 
the  tenderness  of  the  prostate  began  to  subside  the  careful  use  of 
sounds  was  begun.  Considerable  benefit  was  obtained  in  this 
case,  but  the  patient  was  very  hard  to  control  and  disappeared 
from  my  observation  before  a  complete  cure  was  effected.  The 
subsequent  history  of  the  case  I  know  nothing  of. 

Case  V. — A  young  man,  twenty-five  years  of  age,  presented 
himself  to  me  with  a  history  of  a  gonorrhoea  of  three  months' 
duration.  He  had  experienced  several  previous  attacks,  which, 
according  to  his  story,  were  very  mild.     He  had  noticed  for 
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some  time  that  his  ejaculations  were  not  only  painful,  but  the 
semen  was  mixed  with  a  considerable  quantity  of  blood.  This 
symptom  was  present  both  in  normal  intercourse  and  in  associa- 
tion with  nocturnal  emissions,  which  had  latterly  become  quite 
frequent.  There  had  been  the  usual  symptoms  of  vesical  irri- 
tation met  with  in  cases  of  posterior  urethritis.  There  was  no 
hemorrhage  in  the  intervals  of  ejaculations.  The  meatus  was 
quite  narrow.  The  pendulous  urethra  was  approximately  normal, 
but  the  prostate  and  seminal  vesicles  were  considerably  enlarged 
and  exquisitely  tender. 

Remarks. — It  is  evident  upon  even  a  casual  survey  of 
the  cases  that  I  have  presented  that  they  comprise  three  dis- 
tinct types  of  hemorrhagic  emissions,  each  dependent  upon  a 
different  cause.  In  Cases  I.  and  II.  the  explanation  of  the 
admixture  of  blood  with  the  semen  is  very  simple.  A  con- 
gested or  perhaps  inflamed  condition  of  the  mucous  membrane 
existed  at  the  site  of  a  stricture  of  greater  or  less  duration 
and  extent.  The  venereal  orgasm  under  such  circumstances 
might  be  expected  to  produce  more  or  less  traumatism  of  the 
diseased  portion  of  the  urethra.  A  splitting  of  the  mucous 
membrane  being  produced  mechanically,  a  greater  or  less  de- 
gree of  hemorrhage  ensued.  Part  of  this  hemorrhage  was 
admixed  with  the  semen  as  that  fluid  passed  over  the  dis- 
eased urethra.  The  hemorrhage  in  such  cases  is  likely  to 
persist  for  some  little  time  after  the  completion  of  the  venereal 
act,  and  gives  rise  to  haematuria.  This  class  of  cases  is  not 
very  infrequent. 

Case  III.  is  a  rare  and,  to  me,  a  very  interesting  one,  as 
showing  the  intense  hyperemia  of  the  seat  of  sexual  sensi- 
bility and  possibly  of  the  seminal  vesicles  which  may  result 
from  prolonged  sexual  excitement.  Such  cases  are  not  likely 
to  be  difficult  of  cure  if  the  patient  be  tractable. 

Cases  IV.  and  V.  represent  perhaps  the  most  frequent 
variety  met  with  in  practice.  The  blood  in  such  cases 
originates  in  a  seminal  vesiculitis  and  inflammation  of  the 
posterior  urethral  mucous  membrane.  The  indications  in  the 
several  cases  vary  somewhat.     In  the  case  of  stricture  of  the 
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urethra,  which  is  producing  hemorrhage  at  the  time  of  emis- 
sion, the  treatment  should  be  the  same  as  in  cases  of  stricture 
which  are  free  from  such  hemorrhagic  manifestations  as  those 
which  have  been  described.  Some  cases  will  yield  very  readily 
to  dilatation ;  urethrotomy,  however,  being  required  in  quite 
a  considerable  proportion  of  cases.  Where  there  exists  sem- 
inal vesiculitis  I  have  found  the  cases  very  stubborn  to  handle 
when  the  urethral  inflammation  settles  down,  so  to  speak,  to 
a  condition  of  chronicity.  Even  in  these,  however,  cure  of 
the  ejaculatory  hemorrhage  usually  results.  Careful  atten- 
tion to  sexual  hygiene,  the  irrigation  of  the  rectum  by  hot 
water,  and  the  internal  administration  of  ergot  and  bromides, 
have  appeared  to  me  to  be  of  some  value  in  these  cases.  It 
is  well  to  remember  the  practical  point,  that  in  any  case  of 
urethritis  which  is  followed  and  attended  by  painful  and 
hemorrhagic  emissions,  seminal  vesiculitis  with  or  without 
posterior  urethritis  is  likely  to  exist.  It  is  obviously  a  very 
difficult  matter  to  apply  any  topical  remedy  whatsoever  to  the 
seat  of  the  hemorrhage-producing  disease.  It  is  impossible 
to  apply  antiseptics  or  astringents  to  the  posterior  urethra  in 
such  a  manner  that  the  prostate  will  be  anything  more  than 
superficially  affected.  Personally  I  incline  toward  irrigations 
of  the  deep  urethra  by  means  of  the  short  urethral  nozzle,  as 
being  the  most  effective  plan  of  medicating  the  posterior 
urethra. 

I  have  said  nothing  of  tumors  and  tubercular  disease  as  a 
cause  of  hemorrhagic  emissions.  Such  cases  are  quite  likely 
to  occur,  but  I  have  not  happened  to  meet  with  them ;  nor 
have  I  seen  as  yet  any  case  in  which  this  symptom  could  be 
attributed  to  testicular  disease. 


SUPRAPUBIC    CYSTOTOMY. 


By  B.  W.  Taylor,  M.D., 

Columbia,  S.  C. 


1.   For  Vesical  Calculi. 

It  appears  that  suprapubic  cystotomy  was  first  performed 
by  a  French  surgeon,  Peter  Franco,  in  1541,  upon  a  boy  who 
had  a  large  calculus,  which  was  very  prominent  above  the 
pubes,  but  could  not  be  pushed  in  the  bladder  so  as  to  be 
felt  in  the  perineum.  When  we  take  into  consideration  that 
the  bladder  in  the  child  is  much  higher  than  in  the  adult,  we 
at  once  perceive  why  the  calculus  was  so  easily  felt  above  the 
pubic  bone.  Notwithstanding  the  success  attending  this  case, 
the  operation  was  not  favorably  thought  of  by  the  profession, 
and  it  was  not  until  1580  that  Frangois  Boussett  again  revived 
this  operation,  and  saw  the  necessity  of  distending  the  bladder 
with  a  bland  solution  and  compressing  the  penis  to  prevent 
the  escape  of  the  injected  fluid.  He  also  retracted  and  pro- 
tected, by  the  forefinger,  the  peritoneal  fold  during  the  inci- 
sion of  the  bladder.  Thus  two  important  steps  in  the 
operation  were  discovered,  and  from  that  day  to  this  these 
precautions  have  been  carried  out. 

Fr.  Come,  who  lived  about  1779,  performed  repeatedly 
this  operation  with  success,  by  passing  into  the  bladder  a 
sound  with  a  concealed  dart ;  then  the  finger  was  introduced 
into  the  incision  made  in  the  abdominal  wall  just  above  the 
pubes,  and  the  sound  being  felt  against  the  finger,  the  dart 
was  protruded.  A  bistoury  was  then  passed  along  the  dart 
as  a  guide,  the  opening  was  enlarged,  and  the  finger  introduced 
into  the  bladder.     Come  also  recommended  the  perineal  inci- 
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sion  for  the  purpose  of  drainage  in  cases  of  the  suprapubic 
operation. 

The  London  surgeons  also  performed  this  operation  suc- 
cessfully, but  the  danger  of  wounding  the  peritoneum,  which 
was  much  feared  in  those  days,  most  probably  caused  the 
operation  to  be  given  up. 

In  1878,  Dr.  Garson  discovered  that  by  distending  the 
rectum  with  an  inflated  rubber  bag,  and  at  the  same  time  dis- 
tending the  bladder  with  fluid,  that  the  latter  could  easily  be 
opened  without  endangering  the  peritoneum,  which  would 
thus  be  raised  about  two  inches  above  the  pubic  bone. 

At  first  this  discovery  did  not  seem  to  favorably  impress 
the  profession,  but  several  years  afterward  Prof.  Petersen,  of 
Kiel,  performed  several  operations  and  showed  the  advantages 
of  distending  the  rectum  with  a  rubber  bag;. 

We  have  thus  traced  the  evolution  of  the  operation  as  now 
performed  with  the  antiseptic  precautions  rigidly  carried  out. 

We  will  now  compare  the  results  of  the  several  operations 
for  the  removal  of  stone  from  the  bladder.  The  mortality  of 
litholapaxy  as  given  by  Sir  Henry  Thompson,  in  1890,  was 
a  little  over  3.5  per  cent.,  and  by  Keyes,  in  1885,  at  3.7  per 
cent.  It  appears  at  present  that  litholapaxy  gives  better  re- 
sults than  any  other  operation  for  stone,  but  it  requires  more 
skill  and  experience,  and  the  instruments  required  are  expen- 
sive. Litholapaxy  will  therefore  seldom  be  performed  except 
by  specialists. 

In  perineal  lithotomy  the  possible  complications  which  may 
occur  during  the  operation,  but  which  are  avoided  in  supra- 
pubic lithotomy,  are : 

1.  Failure  to  enter  the  bladder,  especially  in  children. 

2.  The  incision  of  the  body  of  the  bladder  in  adults  with 
large  calculi. 

3.  Wounding  the  rectum. 

4.  Rigidity  of  the  neck  of  the  bladder. 

5.  Enlarged  lobe  of  the  prostate  interfering  with  seizing  a 
stone  in  abnormal  positiou. 

6.  Failure  to  fiud  the  stone. 
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The  possible  after-complications  of  perineal  lithotomy  which 
are  avoided  in  suprapubic  lithotomy  are  : 

1.  Retention  of  urine. 

2.  Epididymitis. 

3.  Orchitis  due  to  wounding  the  seminal  ducts,  or  subse- 
quent inflammation  near  their  orifice. 

4.  Incontinence  of  urine,  which  McGuire  says  never  occurs 
in  the  high  operation. 

5.  Impotence  and  sterility. 

6.  Terminal  fistula. 

The  complications  and  accidents  peculiar  to  suprapubic 
lithotomy  are : 

1.  Rupture  of  the  bladder  during  preliminary  distention, 
which  I  think  must  rarely  occur  with  skilled  operators. 

2.  Infiltration  of  the  wound  from  bad  drainage.  As  to 
this,  McGuire  says :  "  It  is  more  complete  than  in  drainage 
after  section  through  the  perineum.  If  hemorrhage  occurs, 
it  can  be  seen  from  whence  it  comes,  and  it  can  be  more  easily 
controlled  than  in  perineal  lithotomy." 

The  operation  is  simpler  and  far  less  dangerous  than  any 
cut  in  the  perineum.  If  a  fistula  is  left,  it  is  above  the  pubes 
and  is  not  constantly  leaking.  Lydston  mentions  a  case  in 
which  a  tube  was  introduced  in  the  bladder  through  the  peri- 
neum and  another  through  the  suprapubic  opening,  drainage 
taking  place  where  there  was  least  resistance,  namely,  above, 
and  not  one  drop  of  urine  passed  out  through  the  perineum. 

Cabot  lays  down  the  following  cases  as  inapplicable  for 
litholapaxy  and  perineal  lithotomy : 

1.  Large  and  hard  stones. 

2.  Stones  with  a  nucleus  of  a  foreign  body  too  hard  to 
crush. 

3.  Encysted  stone. 

4.  Ankylosis  of  the  hip. 

5.  False  passage  of  the  urethra. 

Up  to  the  present  time,  although  suprapubic  lithotomy  has 
so  many  advantages  over  the  perineal  section,  yet  the  published 
statistics  give  the  latter  a  lower  mortality.     This,  I  think  is 
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in  part  due  to  the  unwillingness  of  surgeons  to  give  up  lateral 
perineal  incision,  which  has  given  such  results  as  Freyer  has 
achieved,  of  cutting  143  boys  without  a  death.  Assendelft, 
a  Russian  surgeon,  has  performed  suprapubic  lithotomy  on 
102  patients,  varying  in  age  from  five  to  twenty-eight  years, 
with  a  mortality  of  2.  These  figures,  of  course,  do  not  give 
the  mortality  of  patients  of  a  more  advanced  age,  for  whom 
the  death-rate  is  necessarily  greater. 

I  will  now  give  the  histories  of  two  cases  upon  which  I 
lately  operated. 

Case  I. — J.  "W.  T.,  aged  nineteen  years,  had  attacks  of  renal 
colic  for  six  years.  About  two  years  before  the  operation  he  was 
very  ill  for  several  days,  when  a  calculus  passed  into  the  bladder 
and  a  free  discharge  of  pus  passed  out  of  the  penis.  It  was  a 
short  time  after  this  that  symptoms  of  stone  in  the  bladder  de- 
veloped. The  suprapubic  operation  was  performed  with  the 
usual  technique.  The  peritoneal  fold  was  lifted  up  with  the 
finger.  The  rubber  tubes  placed  in  the  bladder  were  removed 
early,  as  they  caused  much  irritation.  Some  urine  passed  out  of 
the  penis  in  eight  days,  the  greater  part  being  passed  through 
the  wound  until  the  eleventh  day,  when  the  incision  closed  up. 
There  was  no  rise  of  temperature. 

Case  II. — L.  A.  W.,  aged  forty-three  years,  had  attacks  of 
renal  colic  for  seven  years,  some  of  the  stones  being  voided  with 
the  urine.  Four  years  before  the  operation  the  first  symptom  of 
stone  in  the  bladder  showed  itself.  He  was  operated  on  by  the 
suprapubic  incision.  The  peritoneal  fold  was  never  visible.  He 
had  no  pain  or  rise  of  temperature  after  the  operation.  He  was 
allowed  to  go  home,  twenty-five  miles  away,  in  twelve  days.  He 
passed  urine  naturally  in  twenty  days,  and  in  thirty  days  the 
wound  was  healed  entirely.     Has  been  well  ever  since. 

In  appropriate  cases  I  would  advise  suturing  the  bladder 
at  once  by  the  interrupted  Lembert  suture  of  fine  silk,  the 
wound  being  held  close  together  by  a  suture  of  silk  at  each 
end  of  the  incision  of  the  bladder.  These  stitches,  of  course, 
must  not  penetrate  the  mucous  membraue  of  the  bladder.  A 
small  drainage-tube  is  introduced  on  the  lower  part  of  the 
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parietal  wound,  which  is  then  closed.  Remove  the  tube  in 
forty-eight  hours.  The  urine  is  drawn  off  by  a  soft  catheter, 
if  necessary,  no  other  provision  for  its  removal  being  required. 

2.   For  Enlarged  Prostate. 

The  operations  of  Gouley  and  Mercier  for  incising  or 
removing  a  portion  of  the  bar  in  senile  enlargement  of  the 
prostate  without  opening  the  bladder  has  been  given  up  by 
most  operators  on  account  of  its  dangers  and  the  uncertainty 
of  the  results. 

The  object  of  all  operations  for  hypertrophy  of  the  prostate 
is  to  effect  free  drainage  and  give  the  bladder  complete  rest, 
after  the  removal  of  the  obstructing  portion  of  the  prostate, 
so  that  the  patient  can  again  perform  normal  micturition. 

Now  when  we  drain  the  bladder  through  a  perineal  wound, 
the  urgent  painful  symptoms  are  relieved  only  so  long  as  the 
opening  remains  unhealed.  When  it  closes,  the  same  symptoms 
return  after  a  time.  This  operation  fails  to  relieve  the  existing 
obstruction  in  a  large  number  of  cases.  McGill,  of  Leeds, 
says  that  in  only  three  out  of  twelve  cases  upon  whom  he 
operated  by  the  suprapubic  method  would  it  have  been  pos- 
sible to  remove  the  growth  through  the  perineum. 

McGill  was  the  first  to  show  the  great  advantage  of  the 
suprapubic  operation  for  removing  prostatic  obstruction,  and 
the  series  of  cases  published  by  himself  and  Keyes,  and  Wyeth, 
of  New  York,  has  caused  the  operation  to  be  considered  supe- 
rior to  perineal  section.  McGill  says :  "  The  severity  of  the 
symptoms  in  a  case  of  hypertrophy  of  the  prostate  bears  little 
or  no  relation  to  its  apparent  size  as  felt  through  the  rectum, 
and  it  is  also  well  known  that  a  considerable  number  of  men 
of  fifty-five  years  and  upward  have  prostates  of  abnormally 
large  size,  though  of  these  only  a  certain  proportion — say  50 
per  cent. — suffer  from  urinary  symptoms.  This  strange 
difference  depends  on  the  point  at  which  the  organ  is  enlarged. 
Prostates  projecting  toward  the  rectum  and  perineum  cause  no 
urinary  trouble,  while  severe  symptoms  may  supervene  when 
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the  prostate  on  rectal  examination  is  apparently  of  normal 
dimensions." 

When,  therefore,  we  consider  that  before  opening  the  blad- 
der it  is  impossible  to  say  what  is  the  condition  of  the  entire 
prostatic  projection,  we  readily  understand  why  the  perineal 
operation  would  be  most  uncertain  in  its  results. 

I  shall  not  describe  the  various  iutra-vesical  growths,  but 
will  refer  to  only  one  variety  of  prostatic  enlargement,  as  the 
case  I  report  was  of  that  character,  viz. :  a  uniform  circular 
projection  surrounding  the  internal  orifice  of  the  urethra.  It 
surrounded  the  urethra  like  a  collar  and  projected  for  a 
variable  distance  into  the  bladder.  McGill  says  that  when 
the  bladder  contracts  on  its  contents  the  contained  fluid  is 
forced  on  the  projecting  prostate  and  the  urethral  orifice  is 
closed.  The  mechanism  is  the  same  in  all  varieties  except  one. 
The  patient  finding  that  he  is  unable  to  relieve  himself,  ceases 
to  strain,  and  the  urine  flows  away  in  a  full  stream.  After  a 
time — it  may  be  months  or  years — the  bladder  still  contains 
urine,  but  no  more  can  be  forced  out.  Then  begins  self- 
catheterism,  which  in  many  cases  is  all  that  is  needed.  McGill 
says  that  in  these  cases  when  an  operation  is  demanded,  the 
suprapubic  method  is  superior  to  the  perineal,  for  the  follow- 
ing reasons,  viz. : 

1.  It  is  more  generally  applicable. 

2.  It  can  be  performed  with  greater  precision  and  completed 
with  greater  certainty. 

3.  It  insures  complete  and  most  efficient  drainage. 

4.  It  is  equally  safe,  although  there  are  no  statistics  avail- 
able. 

As  to  final  results,  we  may  say  that  even  in  cases  where  the 
prostatic  retention  was  of  long  duration  there  are  many 
patients  in  whom  the  bladder  has  since  the  operation  been 
able  to  expel  its  contents.  This  has  occurred  even  in  cases 
where  self-catheterism  had  been  practised  several  times  a  day 
for  years. 

Then  again  there  are  cases  where  it  is  necessary  to  keep 
open  for  the  rest  of  their  lives  the  suprapubic  incision.     This 
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fistula  when  reduced  to  the  size  of  the  natural  urethra  does 
not  permit  leaking  or  dribbling  of  water  unless  the  bladder 
is  allowed  to  become  too  full. 

Dr.  McGuire  wrote  me  the  following  with  regard  to  the 
after-treatment  of  the  case  I  will  later  report : 

"In  the  formation  of  an  artificial  urethra  for  prostatic  ob- 
struction, I  let  the  wound  heal  until  it  admits  a  No.  8  catheter, 
American  scale ;  then  a  plug  should  be  introduced  into  the 
tract  and  retained  there  by  a  band  passed  around  the  pelvis. 
When  the  patient  wants  to  relieve  himself,  the  plug  is  removed 
and  the  man  voluntarily  expels  the  urine  through  the  opening. 
Immediately  afterward  the  plug  is  replaced  and  worn  until 
the  desire  to  make  water  returns.  It  is  not  necessary  that  it 
should  be  worn  constantly,  if  it  creates  any  irritation,  but  I 
have  seen  the  artificial  tract  close  up  in  a  night. 

"  To  siphon  the  bladder  out  with  a  catheter  will  produce 
atrophy  of  the  bladder,  and  unless  this  exists  before  the  oper- 
ation, it  is  not  necessary  to  use  a  catheter  or  any  tube  to  draw 
off  the  water.  He  ought  to  keep  open  the  rest  of  his  life  the 
artificial  urethra." 

I  will  now  give  the  history  of  a  case : 

Case  III. — Mr.  R.,  aged  seventy-six  years,  has  had  piles  for 
forty  years.  About  six  years  ago  he  had  retention  of  urine  and 
was  sick  six  weeks,  the  urine  being  drawn  off  by  catheter  a  part 
of  that  time.  He  then  remained  comparatively  well  for  a  year, 
when  it  again  occurred.  It  was  not  until  three  years  ago  that  it 
became  necessary  to  draw  off  the  urine  daily.  During  this  time 
he  has  twice  had  retention  of  urine  with  painful  distention  of 
bladder.  It  was  found  impossible  to  introduce  a  catheter  until 
the  bladder  was  aspirated.  The  calls  to  urinate  during  the  last 
three  months  have  at  times  been  as  frequent  as  every  hour ; 
straining  and  protrusion  of  the  piles,  which  had  to  be  painfully 
replaced  by  the  hand.  For  one  month  before  the  operation  it 
was  found  necessary  to  keep  a  No.  8  silver  catheter  in  the  bladder 
most  of  the  time,  as  it  was  impossible  to  use  the  soft  rubber 
catheter,  which  he  had  up  to  that  time  introduced.  For  a  long 
time  he  refused  to  be  operated  on,  but  as  we  expected  almost 
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daily  that  we  would  fail  to  introduce  a  catheter,  he  at  last  con- 
sented. 

The  bladder  was  opened  by  the  usual  technique  and  a  small 
phosphatic  stone  removed.  The  collar-like  protrusion  of  the 
prostate  of  the  largest  size  was  found  to  exist.  After  incising 
the  prostate  in  four  places,  the  gland  was  removed  by  the  fingers, 
and  the  vesical  mucous  membrane  over  the  prostatic  enlarge- 
ment was  cut  off  with  the  scissors.  As  there  was  free  bleeding, 
a  plug  of  iodoform  gauze,  after  Keyes's  method,  was  attached 
to  two  threads,  the  one  passing  out  through  the  urethra,  drawing 
the  plug  well  into  the  prostatic  urethra,  and  tied  over  a  similar 
plug  at  the  external  urethral  orifice,  and  the  other  out  through 
the  suprapubic  opening.  These  remained  for  twenty-four  hours 
and  were  removed.  He  gave  every  evidence  of  making  a  slow 
recovery  until  the  ninth  day,  when  fever  with  an  unchecked 
diarrhoea  set  in,  and  he  died  on  the  eighteenth  day  after  the 
operation. 

This  patient  was  really  worn  out  by  his  disease  before  the 
operation.  His  kidneys  were  seriously  affected,  mechanical 
obstruction  to  the  passage  of  urine  having  ended  in  cystitis, 
ureteritis,  and  pyelitis. 

Christopher  Heath,  in  reporting  an  operation  for  stone  by 
the  high  operation  when  chronic  cystitis  existed,  says  that 
he  applied  to  the  lining  membrane  of  the  bladder  a  solution 
of  argent,  nit.  gr.  xx  to  Sj  of  water,  through  a  vulcanite 
speculum.  This  treatment  almost  immediately  changed  the 
alkaline  and  offensive  urine  into  acid  and  comparatively 
healthy  secretion. 

Now  the  question  might  be  asked,  "Would  it  not  be  good 
surgery  in  such  advanced  cases  as  this  one,  for  us  only  to 
make  the  suprapubic  incision  and  apply  the  solution  of  nitrate 
of  silver  to  the  lining  membrane  of  the  bladder  and  form  a 
urinary  fistula;  then  when  the  patient  has  regained  his 
strength  and  the  symptoms  still  call  for  it,  and  the  cystitis 
improved,  to  perform  a  second  operation  for  removal  of  the 
prostatic  growth?  Under  the  circumstances  should  we  not 
avoid  making  a  fresh  wound  in  a  highly  septic  cavity  and 
substitute  a  minor  operation  for  a  more  serious  one? 
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I  have  been  induced  to  bring  this  operation  prominently 
before  you  in  order  to  popularize  it,  as  I  believe  it  the 
simplest  and  best  cutting  operation  for  stone,  and  the  only 
operation  for  removal  of  prostatic  enlargement  in  two-thirds 
of  the  cases — the  only  one  by  which  tumors  and  ulcerations 
of  the  bladder  can  be  properly  treated. 


THE  RECOGNITION  AND  MANAGEMENT  OF 
WOUNDS  OF  THE  URINARY  BLADDER. 


By  Richard  Douglas,  M.D., 
Nashville,  Tenn. 


From  this  caption  one  might  infer  that  you  were  to  be 
inflicted  with  a  lengthy  contribution  upon  this  rather  broad 
subject.  Such  a  fate,  be  assured,  does  not  await  you.  I 
merely  wish  to  open  the  gateway  to  a  general  discussion  of 
this  highly  interesting  topic,  and  incidentally  report  two  cases 
of  vesical  injury  that  have  recently  fallen  to  my  care.  The 
natural  classification  of  wounds  of  the  urinary  bladder  is, 
from  their  anatomical  nature,  into  extra-  and  intra-peritoneal. 
As  it  is  the  purpose  of  this  paper  to  deal  more  especially  with 
wounds  involving  that  part  of  the  viscus  invested  by  peri- 
toneum, it  will  be  sufficient  for  this  occasion  to  recite  the  facts 
in  a  recent  case  of  extra-peritoneal  laceration  of  the  bladder 
as  illustrating  fairly  the  symptoms  and  general  management 
of  this  variety  of  vesical  injury. 

M.  McQ,.,  aged  thirteen  years,  a  robust,  healthy,  country  lad, 
was  seated  in  an  open  vehicle,  and  a  horse  attached  to  a  buggy 
ran  into  him  from  the  rear.  In  the  collision  he  was  thrown  for- 
ward, the  shaft  of  the  buggy  striking  just  to  the  right  of  coccyx ; 
he  was  otherwise  bruised,  and  for  a  short  time  rendered  insen- 
sible. When  consciousness  was  restored  he  screamed  with  pain 
in  the  hypogastrium,  and  complained  of  an  urgent  desire  to  uri- 
nate, with  violent  effort  but  complete  anuria.  He  was  placed  in 
a  wagon  and  carried  to  his  home,  eight  miles  distant,  where  I 
saw  him  in  consultation  with  Dr.  Hutton  twelve  hours  after  the 
accident.     His  clothing  and  bed  were  found  to  be  wet  from  the 
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constant  escape  of  urine  through  the  wound.  The  patient  was 
now  anesthetized  and  a  careful  examination  made.  An  irregu- 
larly circular  wound  was  found  just  to  the  right  of  the  coccyx 
and  near  the  margin  of  the  anus.  The  shaft  had  entered  at  the 
point,  lacerating  the  sphincter  fibres,  pushed  aside  the  rectum,  and 
penetrated  the  base  of  the  bladder.  With  a  Sims  rectal  specu- 
lum the  wound  was  held  open,  and  with  the  aid  of  reflected  light 
I  could  look  directly  into  the  bladder.  It  being  collapsed  I  en- 
joyed only  a  limited  field  of  observation.  Digital  examination 
was  much  more  satisfactory.  Thus  easily  exploring  the  cavity  of 
the  bladder,  I  ascertained  definitely  that  there  was  no  other  in- 
jury to  its  walls;  furthermore  and  most  important  was  that  the 
wound  was  entirely  extra-peritoneal.  The  surgical  indications 
were  quite  clear  to  prevent  urinary  infiltration  by  free  drainage. 
This  was  done  by  stuffing  lightly  the  neck  of  the  wound  down 
to  the  bladder  wall  with  gauze.  This  wick  conducted  the  urine 
freely  away.  On  the  third  day  there  was  general  abdominal  ten- 
derness and  tympany,  with  temperature  of  102°.  Salines  were 
freely  given.  After  their  action  these  symptoms  subsided.  For 
the  first  week  after  the  injury  the  boy  complained  of  great  and 
frequent  desire  to  micturate ;  a  few  drops  of  bloody  urine  would 
pass.  The  catheter  was  occasionally  used,  with  negative  results. 
On  the  thirteenth  day  he  passed  about  two  ounces  per  urethram. 
After  this  there  was  a  daily  increase  in  the  amount  passed  natu- 
rally. The  wound  contracted  and  granulated  rapidly.  On  the 
twentieth  day  the  dressings  were  dry,  and  after  this  the  urine  was 
voided  naturally.  In  five  weeks  from  the  date  of  the  injury  the 
boy  was  discharged  well. 

This  is  a  representative  case  of  extra-peritoneal  penetrating 
wound  of  the  bladder.  We  occasionally  meet  with  concealed 
extra-peritoneal  rupture  consequent  upon  some  external  vio- 
lence, fracture  of  the  pelvis,  or  the  more  frequent  cause  of 
violent  muscular  contraction,  compressing  an  over-distended 
bladder  in  the  effort  to  overcome  the  obstruction  offered  by  a 
urethral  stricture.  Here  there  is  no  escaping  urine  to  proclaim 
the  indisputable  character  of  the  injury.  The  symptoms  are 
misleading  and  the  physical  signs  often  negative.  The  atten- 
dant dangers — hemorrhage,  urinary  absorption,  and  sepsis — 
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are  threatening.  A  conclusion  must  be  reached  and  prompt 
action  taken.  A  notable  fact  emphasized  by  Briddon,  and  re- 
marked by  many,  is  that  this  particular  form  of  vesical  injury 
is  frequently  met  with  in  men  under  the  influence  of  alcohol, 
or  just  recovering  from  a  debauch.  However  induced,  the 
chief  symptoms  are  hypogastric  pain,  vesical  tenesmus,  and 
the  passage  of  a  few  drops  of  bloody  urine,  and,  if  a  sharply 
curved  silver  instrument  be  used,  it  may  be  passed  through 
the  rent  in  the  anterior  wall,  and  from  the  prevesical  space 
withdraw  quite  a  quantity  of  clear  urine.  This  will  only 
occur  when  the  catheter  is  used  soon  after  the  injury,  before 
the  urine  has  infiltrated  through  the  tissues.  Percussion,  pal- 
pation, and  rectal  examination  assist  but  little  in  coming  to 
a  discriminating  diagnosis  ;  the  escaping  blood  precludes  the 
use  of  the  endoscope.  The  surgeon  is  forced  to  rely  upon  the 
few  points  given  for  his  diagnosis,  keeping  in  mind  the  char- 
acter of  the  violence,  condition  of  the  patient  and  bladder  at 
the  time  of  the  accident,  and  not  forgetting  in  obscure  in- 
juries the  possibility  of  vesical  rupture.  Extra-peritoneal 
rupture  occurs  usually  on  the  anterior  surface.  Blum  noted 
this  fact,  and  one  should  readily  suppose  it  to  be  so  from 
anatomical  reasons,  as  the  recto-vesical  fascia  has  not  the  sus- 
taining power  of  the  peritoneum  and  the  loose  fatty  tissue 
about  the  cavum  Betzii  offers  but  little  resistance  to  violence. 
Confronted  with  a  diagnosis  of  rupture,  can  we  affirm  that  it 
is  entirely  extra-peritoneal? — a  most  important  question  when 
it  comes  to  the  management  of  the  case.  In  the  premises  we 
have  one  of  three  plans  open  to  us  : 

1.  Perineal  section  and  drainage.  This  we  will  dispose  of, 
as  it  is  the  verdict  of  experience  that  even  in  lithotomy  the 
bladder  is  inadequately  drained  through  the  perineum. 

2.  Suprapubic  incision,  carefully  avoiding  the  peritoneum. 
This  step  should  be  looked  upon  more  as  a  diagnostic  meas- 
ure. If  upon  exploration  the  rent  is  found  to  be  extra-peri- 
toneal and  the  volume  of  urine  is  confined  to  this  space,  the 
exploration  may  be  sufficient.  We  can  then  act  upon  the 
suggestion  of  Weir,  of  thrusting  a  pair  of  forceps  through  the 
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infiltrated  tissues  of  the  perineum  and  cut  from  below  upward  ; 
then,  with  tube  in  the  bladder,  through  the  rent  and  gauze 
packed  about,  establish  thorough  drainage.  This  suprapubic 
operation  upon  a  flaccid  bladder  and  through  tissue  infiltrated 
with  urine  presents  difficulties,  aud  when  performed  is  not 
entirely  satisfactory.  The  surgeon  feels  that  his  examination 
is  not  complete,  that  there  is  a  possibility  of  more  extensive 
injury.     He  is  not  assured  against  intra-abdominal  rent. 

This  leads  us  to  consider  the  third  and  last  method  of  treat- 
ing a  vesical  rent,  the  nature  of  which  we  do  not  know  but 
suppose  to  be  extra-peritoneal.  Open  the  prevesical  space, 
remove  all  urine  and  blood-clot  (if  such  be  present),  ascertain 
what  injury  there  may  be  extra-peritoneal ;  then,  with  your 
way  clear  and  clean,  open  the  peritoneum  for  further  examin- 
ation. 

A  practical  classification  of  intra-peritoneal  injuries  of  the 
bladder  may  be  made  under  two  heads  : 

1.  Intra-peritoneal  rupture. 

2.  Intra-peritoneal  wounds  occurring  during  coeliotomy. 

Prior  to  1886,  when  McCormac  achieved  his  gratifying  suc- 
cess in  the  treatment  of  two  cases  of  intra-peritoneal  wounds 
of  the  bladder,  surgeons  manifested  a  decided  disposition  to 
regard  the  accident  as  uniformly  fatal,  consequently  the 
symptoms  and  signs  of  this  accident  have  not  received  that 
analytical  study  which  leads  to  refinement  and  precision  in 
diagnosis.  It  is  true  its  treatment  may  now  be  said  to  have 
kept  pace  with  the  general  advance  of  abdominal  surgery,  but 
we  are  prone  to  accept  in  this,  as  in  all  abdominal  conditions, 
a  surgical  diagnosis  without  fully  informing  ourselves  as  to 
the  most  probable  pathology.  It  may  be  assumed  that  intra- 
peritoneal rupture,  except  in  those  rare  cases  where  it  is  com- 
plicated by  fracture  of  the  pelvis,  is  an  accident  which  occurs 
only  when  the  viscus  is  distended  or  more  frequently  over-dis- 
tended with  urine.  The  application  of  this  fact  is  in  itself  of 
diagnostic  significance.  The  special  or  acting  cause,  whether 
it  be  in  the  form  of  external  violence  or  muscular  contraction, 
could  scarcely  expend  its  force  upon  a  flaccid  sac.     Further- 
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more,  when  confronted  with  an  obscure  injury  in  this  locality, 
"always  think  of  the  possibility  of  injury  to  the  bladder" 
(Editor  Medical  News,  October,  1888).  Thus  forewarned,  we 
can  investigate  those  special  symptoms  which  are  usually  con- 
sidered diagnostic  of  this  condition.  By  common  consent  it 
is  universally  held  that  when  any  of  the  hollow  viscera  are 
opened,  either  by  the  ravages  of  pathology,  or  by  accident, 
general  disturbance  follows,  and  is  expressed  in  the  condition 
recognized  as  shock.  Greater  familiarity  with  intra-abdominal 
pathology  has  taught  surgeons  that  shock  is  not  altogether  a 
nervous  mystery,  and  in  many  injuries  to  vital  parts  it  is  con- 
spicuous by  its,  absence.  From  a  study  of  the  recorded  cases 
by  Lloyd,  McCormac,  Blum,  and  Henry  Morris's  unique  case 
and  many  others,  as  well  as  upon  the  authority  of  Greig 
Smith,  we  know  that  extensive  rupture  of  the  bladder  may 
exist  and  the  patient  bear  but  little  constitutional  evidence.  It 
may  be  anticipated,  however,  that  the  majority  of  patients  will 
be  found  in  pronounced  shock  attributable  to  the  great  vio- 
lence, severe  pain,  or  attendant  hemorrhage.  Hypogastric 
pain,  intensely  lancinating,  and  accompanied  by  urgent  desire 
to  micturate,  is  the  most  conspicuous  symptom,  and  generally 
demands  relief  before  further  investigation  can  be  made. 
Unfortunately  rupture  of  the  bladder,  as  before  stated,  often 
occurs  in  men  in  an  intoxicated  state,  and  their  general  sensi- 
bility is  so  obtunded  that  the  two  important  symptoms  of 
shock  and  pain  are  delayed  (Briddon  Smith).  Complete 
anuria,  accompanied  by  a  tormenting  desire,  with  a  fruitless 
and  uncontrollable  effort,  is  the  principal  and  most  suggestive 
symptom,  directing  our  attention  at  once  to  the  bladder.  The 
patient  will  exhaust  himself  in  the  effort  to  urinate ;  a  few 
drops  of  bloody  urine  are  usually  all  that  dribbles  away;  but 
here  again  we  may  be  misled.  It  has  occurred  that  patients 
pass  quite  a  quantity  of  clear  urine  in  the  presence  of  vesical 
rent.  This  is  an  exception,  and  needs  to  be  mentioned  only 
to  guard  against  the  possibility  of  error.  We  now  employ 
the  catheter  in  response  to  the  patient's  urgent  desire  to  empty 
the  bladder,  and  as  a  diagnostic  measure.    When  the  ordinary 
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soft  catheter  is  introduced  we  usually  have  a  negative  response ; 
a  few  drops  of  bloody  urine  may  escape.  By  deep  insertion 
and  continued  manipulation,  the  instrument  may  be  passed 
through  the  rent,  and  from  the  peritoneal  cavity  draw  off 
quite  a  quantity  of  clear  urine.  This  peculiarity  should  be 
noticed,  that  the  flow  of  urine  is  irregular — perhaps  intermit- 
tent— the  force  of  the  outflow  corresponding  with  inspiration. 
All  surgeons  speak  of  catheterization  of  the  peritoneal  cavity.  I 
take  it  that  it  is  not  so  practical  as  one  would  suppose.  If  a  me- 
tallic instrument  is  employed  the  operator  will  find  the  bladder 
contracted,  thus  greatly  limiting  the  mobility  of  the  instrument. 
It  is  possible  to  pass  the  beak  through  the  rent ;  its  point  may 
then  be  brought  without  resistance  in  contact  with  the  abdom- 
inal wall,  which  would  be  accepted  as  conclusive  evidence.  We 
would  urge  the  greatest  gentleness  in  this  manipulation,  for  fear 
of  inflicting  greater  injury.  Sanguinolent  urine  is  spoken  of 
as  denoting  vesical  rupture.  As  a  diagnostic  sign  it  is  of  but 
little  value.  Such  urine  iu  any  quantity,  on  the  contrary,  is 
rather  evidence  against  rupture,  indicating  lesion  of  the  mucous 
membrane  alone.  But  little  information  can  be  gained  by 
palpation  and  percussion.  The  abdominal  muscles  are  gen- 
erally quite  rigid.  Thus  it  is  one  must  admit  that  the  series 
of  symptoms  and  signs  mentioned  are  not  unequivocal.  It  is 
eminently  desirable  that  a  definite  conclusion  should  be 
reached.  It  was  while  thus  perplexed  that  it  occurred  to  Dr. 
E.  F.  Weir  to  employ  the  diagnostic  expedient  which  he  is 
pleased  to  style  as  a  certain  and  safe  method  of  determining 
intra- peritoneal  rupture.  After  distending  the  rectum,  the 
bladder  is  filled  through  a  catheter  with  a  definite  quantity  of 
sterilized  water;  then  empty  the  bladder  with  the  catheter. 
The  amount  withdrawn  is  now  measured,  and,  if  it  corresponds 
with  the  amount  injected,  it  is  conclusive  evidence  that  the 
walls  of  the  organ  are  intact.  The  objection  urged,  and  by 
good  men,  against  the  procedure  is  that  if  a  rupture  exists, 
the  water  escapes  into  the  peritoneal  cavity  and  further  dis- 
seminates the  urine.  If  I  may  be  pardoned  I  would  say  this 
argument  was  rather  fanciful.    If  a  rupture  is  shown  to  exist, 
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immediate  cceliotomy  is  demanded,  and  thorough  irrigation 
of  the  entire  peritoneal  cavity  is  one  of  the  most  important 
steps  in  the  technique.  Since  the  experiments  of  Senn,  and 
borrowing  somewhat  the  idea  of  Weir,  hydrogen  gas  has  been 
injected,  experimentally,  I  believe,  only,  the  idea  being  to  note 
whether  the  gas  escapes  into  and  distends  the  general  peri- 
toneal cavity,  or  simply  develops  a  globular  tumor  at  the 
site  of  the  bladder.  The  method  is  of  undoubted  value  and 
devoid  of  all  harm,  except  that  of  careless  over-distention. 
It  cannot  be  generally  applied,  and  is  therefore  of  little  prac- 
tical value.  I  must  believe  that  the  general  symptoms  and 
signs  by  which  we  are  taught  to  recognize  intra-peritoneal 
rupture,  when  taken  collectively,  are  strongly  presumptive, 
but  not  conclusive ;  if  analyzed,  each  may  be  proven  to  be  mis- 
leading. Our  only  positive  evidence  is  inflation,  either  with 
air  or  fluid.  By  this  method  we  may  obtain  reliable  advice. 
In  the  light  of  our  present  knowledge,  and  in  the  enjoyment 
of  the  many  successful  cases  that  are  now  upon  record,  it  is 
but  little  less  than  amusing  to  read  the  conclusions  of  that 
eminent  surgeon,  Mr.  Christopher  Heath,  who  contributed  in 
1880  an  interesting  paper  upon  the  treatment  of  rupture  of 
the  bladder.  He  rejects  the  suggestion  of  Professor  Gross, 
made  thirty  years  before,  of  treating  all  intra-peritoneal 
wounds  of  the  bladder  by  abdominal  section,  and,  reviewing 
all  the  methods  then  in  vogue,  concludes  that  intra-peritoneal 
rupture  should  be  treated  by  that  eminently  conservative  plam 
and  as  his  reviewer  in  the  American  Journal  of  the  Medical 
Sciences  says,  "common-sense"  plan,  of  catheterism  and 
washing  out  both  the  bladder  and  the  peritoneal  cavity 
through  the  rent.  Happily,  we  are  beyond  that  now.  Upon 
the  presumption  that  a  rupture  exists,  the  abdomen  should  be 
opened  with  all  possible  haste.  The  presence  of  shock,  unless 
too  extreme,  is  not  a  contra-indication.  The  rent  should  be 
sought,  and  when  discovered,  closed.  I  may  be  pardoned  for 
touching  upon  a  few  points  in  the  technique,  and  let  us  talk 
with  our  apron  on  and  scalpel  in  hand.  The  abdomen  opened, 
the  first  step  is  to  remove  by  sponging  and  irrigating  all  free 
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urine  and  blood,  then  place  your  gauze  pads  between  bowels 
and  bladder ;  now  throw  your  patient  into  the  Trendelenburg 
position.  This  renders  the  bladder  accessible,  and  dispenses 
with  the  rectal  bag.  The  rupture  found,  we  should  proceed 
to  close  it  quickly,  remembering  we  are  working  upon  a 
patient  already  in  shock.  Grant  suggests  that  stout  catgut 
should  be  passed  through  the  peritoneal  coat  at  the  lower 
angle  of  the  rent.  With  this  the  bladder  is  held  up.  I 
would  modify  this  by  introducing  two  catgut  cords,  one  at 
each  terminus  of  the  rent,  not  for  the  purpose  of  draggiug  the 
bladder  into  view — that  is  not  necessary,  if  your  patient  is  in 
the  Trendelenburg  position — but  with  the  idea  of  making 
tense  the  margins  of  the  wound.  This  is  done  by  grasping 
the  catgut  at  each  angle  of  the  wound  with  long  forceps  and 
intrusting  them  to  an  assistant,  directing  him  to  steady  the 
part  by  gently  pulling  in  opposite  directions.  You  can  now, 
with  greatest  ease,  introduce  your  sutures  with  mathematical 
exactness.  The  sutures  should  be  of  sterilized  silk,  intro- 
duced about  one-eighth  of  an  inch  apart,  and  should  embrace 
the  serous  and  muscular  coats  only.  The  Lembert  suture 
should  go  well  beyond  the  angles  of  the  rent  (McCormac). 
The  punctures  made  for  the  catgut  fixation  cords  should  be 
enclosed  in  the  embrace  of  the  last  suture.  All  sutures  should 
be  introduced  before  tying  any ;  as  the  terminal  sutures  are 
tied,  of  course  the  catgut  is  removed.  It  is  wise  now  to  dis- 
tend the  bladder  and  test  your  work.  The  peritoneal  cavity 
should  again  be  irrigated.  The  question  of  abdominal  drain- 
age depends  somewhat  upon  the  amount  of  urine  extravasated 
and  the  time  intervening  between  the  injury  and  the  opera- 
tion. Drainage  can  scarcely  do  harm.  The  bladder  should 
not  be  teased  by  retaining  a  catheter.  It  is  quite  sufficient  to 
draw  the  urine  every  three  or  four  hours.  In  1889  Eeeves 
Jackson  reported  to  the  American  Medical  Association  sixty- 
seven  cases  that  he  had  collected  of  extra-peritoneal  injury  to 
the  bladder  during  laparotomy.  Is  it  prudent  to  speculate 
what  that  list  would  now  be  if  all  the  returns  were  in?  Con- 
sidering the  difficulties  and  complicatious  met  with  in  cceli- 
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otomy,  it  does  not  necessarily  reflect  upon  the  surgeon  to 
wound  the  bladder.  This  accident  occurs  more  frequently  in 
the  performance  of  a  hysterectomy  for  fibroma  than  in  any 
other  condition.  Having  justified  the  blunder,  it  only  remains 
for  me  to  tell  you  that  in  a  recent  hysterectomy  for  the  removal 
of  an  impacted  fibroid,  in  making  my  circular  cut,  so  as  to 
strip  down  the  capsule,  I  laid  open  the  bladder  at  least  two 
inches.  The  accident  was  recognized  at  once,  and  the  wound 
immediately  closed  with  Lembert  silk  sutures.  The  tumor 
was  removed  and  the  stump  treated  extra- per itoneally.  Drain- 
age was  not  employed.  The  patient  slowly  but  completely 
recovered.  The  wound  in  the  bladder  did  not  complicate 
matters  in  the  least. 


A  STUDY  OF    SIX   CASES    OF    HEAD    INJURY 
TREATED  BY  OPERATION. 


By  Manning  Simons,  M.D., 
Charleston,  S.  C. 


So  much  has  been  written  in  the  past  few  years  on  the 
subject  of  head  injuries,  and  reports  of  wonderful  operations 
with  brilliant  results  are  so  frequent,  it  would  seem  that  there 
is  scarcely  room  for  anything  more  to  be  said  at  this  time. 
The  fact,  however,  is  plain  to  many  of  the  rank  and  file  of 
working  surgeons  and  general  practitioners  that,  so  much  has 
been  presented  to  us  new  and  startling,  we  must  pause  to 
arrange  and  digest  it.  Flushed  with  success  in  the  invasion 
of  regions  newly  opened  in  this  field  of  surgery,  the  tendency 
perhaps  is  for  us  to  depart  too  widely  from  the  over-conserva- 
tism that  prevailed  in  the  treatment  of  head  injuries  ten  years 
ago.  The  uncertainty  of  the  limit  to  which  we  are  justified 
in  going  with  our  operative  procedures  in  this  class  of  injuries 
renders  the  office  of  the  surgeon  far  more  responsible,  since 
positive  action  has  replaced  the  hesitation  of  former  con- 
servatism. 

It  has  seemed  to  me,  therefore,  that  I  could  not  better 
devote  the  very  short  time  at  my  disposal  for  the  preparation 
of  this  paper  than  to  the  study  of  the  cases  of  this  nature 
that  have  come  under  my  observation  and  treatment  during 
the  past  few  months.  These  cases  have  been  instructive  to 
me,  as  they  present,  strongly  marked,  the  immediate  and  re- 
mote effects  of  head  injuries  and  contrast  the  treatment  of  to- 
day with  that  formerly  customary  and  regular. 

1.  It  is  difficult  to  divest  oneself  of  the  idea  that  fractures 
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of  the  skull  with  depression  of  bone  must  be  invariably,  or 
at  least  most  commonly,  attended  by  the  symptoms  generally 
received  as  indicating  compression  of  the  brain,  and  there  is 
scarcely  a  doubt  that  operative  interference  is  based  usually 
upon  the  presence  or  absence  of  such  symptoms  immediately 
or  soon  after  the  occurrence  of  the  injury. 

The  fact,  as  practically  illustrated  by  my  cases,  is  that 
immediate  symptoms  referred  to  compression  of  the  brain 
by  depressed  fracture  are  by  no  means  commonly  present. 
Druitt  has  laid  down  a  theoretical  proposition  that  is  accu- 
rately sustained  by  facts,  when  he  says  "  It  must  be  rare  for  a 
depression  of  the  skull  to  cause  great  diminution  of  the  brain 
cavity,  so,  although  such  diminution  is  very  sudden,  it  does  not 
seem  likely  that  mere  depression  of  fragments  often  lying  loose 
on  the  dura  mater  is  a  frequent  cause  of  compression.  Insen- 
sibility, if  present,  is  much  more  probably  due  to  concussion 
or  hemorrhage."  I  will  illustrate  this  fact  by  the  brief  recital 
of  my  cases  in  so  far  as  they  bear  upon  this  point. 

Case  I. — F.  T.,  aged  sixty-five  years,  was  admitted  to  the  hos- 
pital February  15,  1892.  A  week  before  admission  he  had  been 
struck  upon  the  head  with  a  hammer,  the  blow  rendering  him 
unconscious  for  some  hours.  There  were  two  contused  and 
lacerated  wounds  on  the  head,  one  on  the  vertex  and  the  other 
to  the  right  and  slightly  posterior  to  the  vertex.  On  examina- 
tion with  the  finger  there  was  found  a  rough  edge  of  bone,  indi- 
cating a  fracture  of  the  skull.  The  man,  however,  presented 
absolutely  no  symptoms  of  compression,  having  walked  into  the 
hospital.  He  complained  of  no  pain,  and  had  no  paralysis  of 
the  face  or  of  any  of  his  limbs,  his  puke  was  normal,  as  were  his 
pupils ;  and  there  was  no  interference  with  respiration.  Under 
these  circumstances  an  exploratory  operation  was  done,  and  a 
portion  of  the  skull,  about  two  inches  in  diameter,  was  found 
driven  down  upon  the  brain  to  the  extent  of  half  an  inch ;  upon 
the  removal  of  the  depressed  bone  a  piece  of  the  inner  table  was 
found  loose  between  the  calvarium  and  the  dura  mater.  The 
depressed  bone  was  removed  with  trephine  and  elevator,  and 
the  man  made  a  good  recovery. 


MANNING  SIMONS.  361 

Case  II. — A.  N.,  white  adult,  male,  was  admitted  to  the  hospital 
December  14,  1892,  with  a  contused  and  lacerated  wound  on  the 
forehead  just  above  the  superciliary  ridges,  about  two  inches  in 
length,  its  centre  being  above  the  nasal  eminence.  A  fracture 
was  found  involving  the  vertical  portion  of  the  frontal  bone,  and 
the  displaced  fragment  was  driven  in  and  pressing  on  the  dura 
mater.  The  fragment,  about  the  size  of  a  silver  dollar,  together 
with  the  crista  galli  and  cribriform  plate  of  the  ethmoid,  being 
perfectly  detached,  were  removed.  A  portion  of  the  horizontal 
plate  of  the  frontal,  about  the  size  of  a  silver  quarter  of  a  dollar, 
being  detached  from  the  roof  of  the  orbit,  was  likewise  taken  away. 
The  superciliary  ridges  on  both  sides  were  loosened,  but  as  the 
attachment  was  thought  sufficient  to  insure  their  vitality,  and  as 
they  were  not  exerting  pressure  on  the  parts  beneath,  they  were 
left  in  position. 

This  man,  notwithstanding  the  extensive  injury  to  the  skull 
and  dura  mater  and  the  pressure  upon  the  brain  produced  by  the 
depression  of  the  fragments,  presented  no  symptoms  of  compres- 
sion or  immediate  results  from  the  brain  injury.  The  effects  of 
the  concussion  had  passed  off  before  his  admission  to  the  hos- 
pital. He  died  in  five  days  from  suppurative  meningitis,  as 
proved  by  post-mortem  examination. 

Case  III. — A  colored  male  adult  was  admited  to  the  hospital 
January  28,  1893  with  a  depressed  fracture  of  the  skull  from  a 
blow  by  a, brick-bat  just  received.  There  was  a  contused  and 
lacerated  wound  just  above  the  right  eyebrow  about  two  inches 
in  length,  extending  diagonally  across  the  forehead  toward  and 
almost  to  the  roof  of  the  nose.  Already  considerable  ecchy  mo- 
sis  and  swelling  of  the  right  eyelid  had  occurred.  There  was 
some  hemorrhage  from  the  nose,  but  there  were  no  symptoms 
indicating  compression  or  other  injuries  of  the  brain.  Operation 
was  performed  on  January  29th,  the  day  after  admission  of  the 
patient.  From  the  frontal  eminence,  about  one  and  a  half  inches 
to  the  right  of  the  median  line,  the  fracture  extended  downward 
and  inward  to  the  nasal  eminence,  to  the  supra-orbital  arch, 
down  to  the  ethmoid.  The  fragments  were  removed  :  the  por- 
tion of  the  frontal  from  the  eminence  to  the  supra-orbital  arch, 
also  a  piece  of  the  ethmoid.  Beneath  these  fragments  of  bone 
was  a  layer  of  clotted  blood,  and  when  this  was  removed  the 
dura  mater  was  brought  into  view  uninjured     This  patient  re- 
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covered  and  has  had  no  bad  symptoms  since.  He  walked  into 
the  hospital  soon  after  he  received  the  injury  and  presented  no 
symptoms  produced  by  injury  to  the  brain  from  the  extensive 
fracture  of  the  bones. 

Case  IV. — J.  D.,  colored  male  adult,  was  admitted  to  the  hos- 
pital February  5,  1893,  with  a  compound  skull  fracture  by  the 
kick  of  a  horse.  The  fracture  was  situated  three  inches  above 
the  external  auditory  meatus  and  two  inches  posterior  to  and 
above  the  angular  process  on  the  right  side.  He  presented  no 
symptoms  of  compression  or  any  interference  with  the  functions 
of  the  brain.  Operation  was  done  on  February  7,  1893.  The 
depressed  bone  was  so  wedged  in  its  new  position  that  it  was  im- 
possible to  insinuate  the  front  of  an  elevator  beneath  it,  and  a 
button  of  bone  was  removed  with  the  trephine  to  permit  its  re- 
moval. This  man  recovered,  and  is  now  working  as  a  common 
laborer. 

Case  V. — S.  R.,  white  male,  aged  fifteen  years,  was  struck  on 
the  head  with  a  brick  on  November  23,  1893,  and  suffered  a 
compound  fracture  of  the  skull.  He  presented  no  brain  symp- 
toms ;  the  physician  who  had  him  in  charge  sewed  up  the  wound, 
and  it  healed  rapidly.  The  boy  went  about  his  business  appar- 
ently perfectly  well.  About  January  20,  1893,  two  months 
after  he  received  the  injury,  he  began  to  complain,  and  in  a 
week  was  paralyzed  in  the  arm  and  leg  on  the  opposite  side  of 
the  body. 

2.  Another  reflection  that  results  from  the  study  of  these 
cases  relates  to  the  occurrence  of  serious  brain  symptoms 
following  immediately  or  soon  after  a  blow  upon  the  head 
where  there  are  no  external  evidences  of  fracture  and  depres- 
sion, simple  or  compound.  In  such  cases  there  may  be  scarcely 
slight  ecchymosis  of  the  scalp  to  indicate  the  region  to  which 
the  force  has  been  applied.  How  to  deal  with  these  cases 
offers  to  the  surgeon  a  problem  most  difficult  to  solve,  even  in 
the  advanced  state  of  surgery,  and  involves  an  unusual  degree 
of  responsibility.  Here  comes  into  antagonistic  contrast  the 
hesitating  conservatism  of  the  past  with  the  aggressive  action 
of  the  present. 

We  have  before  us  many  published  reports  of  bold  opera- 
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tions  and  brilliant  results  that  warrant  and  justify  operative 
procedure  under  these  circumstances. 

Trephining  for  cerebral  hemorrhage  and  the  removal  of 
compressing  and  destroying  blood-clot  has  been  done  often 
enough  and  with  results  sufficiently  satisfactory  to  justify  its 
performance  iu  such  cases  and  even  to  render  the  operation 
obligatory  on  the  surgeon  who  desires  to  keep  himself  even 
with  the  advance  of  surgery. 

So  much  has  been  accomplished  toward  cerebral  localization 
as  in  a  measure  to  render  us  conversant  with  cranial  topog- 
raphy, but  there  is  yet  sufficient  uncertainty  in  accurately 
locating  such  injuries  to  the  brain  as  to  increase  greatly  the 
surgeon's  responsibility  both  as  to  omission  and  commission. 
One  of  my  cases  so  strongly  points  out  our  difficulties  and 
duties  in  this  respect  that  I  reproduce  it,  although  it  has 
already  been  reported. 

Case  VI. — A  white  adult  male  was  admitted  to  the  hospital 
January  10,  1893.  The  patient  was  sent  in  from  the  country, 
with  the  history  of  having  been  struck  on  the  head  by  a  rail- 
road locomotive  one  week  previously.  After  receiving  the  injury 
he  got  up  and  walked  home,  but  then  became  unconscious  and 
had  remained  in  that  condition.  When  admitted  his  extremities 
were  cold,  respiration  slow,  pupils  dilated,  and  there  was  right 
hemiplegia.  During'the  night  of  admission  he  became  collapsed, 
and  it  was  necessary  to  give  whiskey  hypodermatically  and  to 
surround  him  with  bottles  of  hot  water.  There  was  no  wound 
of  the  scalp,  and  such  ecchymosis  as  was  present  was  very  much 
diffused  on  the  left  side  of  the  head.  There  was  no  evidence  of 
injury  to  the  skull  to  be  elicited  by  palpation,  and  there  were 
none  of  the  symptoms  ordinarily  regarded  as  indicative  of  frac- 
ture of  the  base.  The  symptoms  of  compression  of  the  brain 
were,  however,  marked,  and  the  history  of  the  case,  his  ability 
to  rise  and  walk  after  the  injury,  and  the  gradual  supervention 
of  the  insensibility  and  hemiplegia  on  the  right  side,  pointed  to 
hemorrhage  within  the  skull  as  the  probable  cause.  With  this 
theory  in  view,  an  exploratory  trephining  was  done  with  the 
hope  of  relieving  the  pressure. 

The  head  having  been  shaved  and  the  usual  precautions  taken 
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to  insure  asepsis,  an  incision  was  made,  following  somewhat  the 
direction  of  the  temporal  ridge  on  the  left  side,  terminating  about 
one  and  a  half  inches  in  front  of  the  ear.  The  tissues  constitu- 
ting the  flap  were  reflected,  the  pericranium  raised,  and  the 
crown  of  a  trephine  applied  a  little  in  front  and  below  the  parie- 
tal eminence.  A  button  of  bone  having  been  removed,  a  large 
quantity  of  dark  blood  escaped.  This  blood  had  evidently  been 
effused  for  days  between  the  dura  and  the  skull.  The  dura 
bulged  up  into  the  opening  made  by  the  trephine,  and  was  found 
to  be  tense  when  pressed  upon  with  the  finger.  The  dura  was 
now  taken  up  with  forceps  and  cut  through  with  scissors.  As 
soon  as  the  membrane  was  opened  blood  with  small  portions  of 
brain  substance  escaped.  The  finger  was  introduced  into  the 
opening  and  entered  a  cavity  that  had  been  formed  by  the  effu- 
sion of  blood  in  the  brain  substance.  The  cavity  admitted  the 
whole  length  of  the  little  finger  and  extended  downward  and 
backward,  when  a  limiting  wall  was  distinctly  encountered- 
This  cavity  having  been  cleansed  of  clot  and  blood  was  syringed 
out  with  a  boric  acid  solution.  A  drainage-tube  was  carried 
to  the  bottom  of  the  cavity,  held  in  place  by  a  silk  suture  passed 
through  the  flap  and  brought  out  at  the  posterior  extremity  of 
the  incision.  The  wound  was  closed  by  interrupted  silk  sutures, 
the  head  dressed,  and  the  patient  put  to  bed.  After  the  opera- 
tion the  patient  became  semi-conscious,  but  there  was  no  material 
improvement  in  his  condition.  The  temperature  ran  up  to  101° 
and  the  pulse  became  feeble.  He  gradually  sank  and  died 
January  13,  1893.  It  is  a  matter  of  regret  that  no  post-mortem 
was  permitted. 

It  would  seem  to  be  not  assuming  too  much  to  think  that 
had  this  patient  been  sent  to  the  hospital  earlier,  and  this 
operation  had  beeu  performed  sooner — within  a  few  hours  after 
the  injury,  before  the  brain  had  been  compressed  and  altered 
beyond  all  hope  of  recovery — the  result  might  have  been 
different. 

3.  Another  reflection  is  suggested  by  a  comparison  of  Cases 
IV.  and  V.  These  cases  were  almost  precisely  similar  injuries, 
in  manner  of  occurrence,  in  location,  in  extent,  and  in  the 
general  features  of  the  fracture. 
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The  contrast  of  these  cases  brings  prominently  into  consid- 
eration the  ultimate  results  following  expectant  treatment  on 
the  one  side  and  operative  procedure  on  the  other  in  com- 
pound fracture  of  the  skull. 

Case  IV.  was  operated  upon  by  trephining  and  the  removal 
of  the  fractured  portions  of  bone  with  rongeur  forceps ;  the 
patient  recovered  without  a  bad  symptom  and  has  remained 
well  to  this  time. 

Case  V.  was  treated  on  the  expectant  plan  and  developed 
serious  brain  trouble  at  the  end  of  two  months  from  the 
reception  of  the  injury. 

The  consideration  of  this  question  of  immediate  operation 
in  these  cases  is  urgent,  when  we  reflect  that  recent  statistics 
show  the  mortality  of  primary  trephining  to  be  far  less  than 
in  those  cases  treated  secondarily.  In  the  former  it  was  1.23 
per  cent.,  in  the  latter  33.5  (Wagner,  Amer.  Text-book  of 
Surgery). 

Case  V.  is  so  characteristic  and  so  positively  indicates  the 
duty  of  the  surgeon  to  explore  such  cases  thoroughly  by  free 
incision  of  the  scalp  at  the  first  examination  that  I  reproduce 
it.  It  also  strongly  illustrates  the  fact  that  absence  of  symp- 
toms of  brain  injury  at  the  time  of  the  fracture  is  no  standard 
by  which  to  estimate  the  probability  of  ulterior  brain  trouble. 

S.  R.,  white,  aged  fifteen  years,  received  a  wound  from  a  brick- 
bat on  the  right  side  of  the  head  on  the  morning  of  November  23, 
1892.  The  missle  impinged  on  an  area  bounded  by  the  temporal 
ridge  above,  the  continuation  of  this  ridge  in  front  with  the  exter- 
nal angular  process  of  the  frontal,  behind  by  the  union  of  the 
anterior  inferior  angle  of  the  parietal  and  frontal,  and  below  by 
the  line  of  junction  of  the  great  wing  of  the  sphenoid  and  the 
frontal  bone.  The  wound  was  about  an  inch  in  length,  and  the 
hemorrhage  was  profuse.  The  physician  who  had  him  in  charge 
brought  the  edges  of  the  wound  in  apposition  by  means  of  strips 
of  adhesive  plaster  and  dressed  it  antiseptically.  Healing  was 
rapid  under  this  treatment,  without  the  appearance  of  constitu- 
tional trouble.  There  were  no  symptoms  of  concussion  or  com- 
pression, and  the  boy  went  about  his  affairs  as  usual. 
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About  January  20,  1893,  two  months  after  the  date  of  the 
injury,  he  cut  up  a  quantity  of  wood  and  carried  it  home  on  his 
head,  having  previously  enjoyed  his  accustomed  good  health. 
A  few  days  after  this  he  was  seized  with  headache  and  fever. 
The  almost  cicatrized  wound  became  inflamed  and  the  scalp  sur- 
rounding was  swollen.  In  about  a  week  this  inflammation 
and  swelling  in  and  around  the  wound  subsided,  but  the  patient 
complained,  however,  of  a  feeling  of  general  lassitude,  and  of 
an  elongated  palate.  By  the  end  of  the  next  week  he  began 
to  lose  the  use  of  his  legs,  and  found  exercise  painful.  He 
was  now  sent  to  Charleston  for  treatment.  His  condition 
was  aggravated  by  travel,  and  on  his  arrival  he  was  suffering 
with  constant  nausea,  sore-throat,  and  intense  headache.  His 
expression  was  that  of  anxiety  and  suffering,  and  his  intellect 
clouded  and  sluggish ;  he  answered  questions  slowly  and  reluc- 
tantly, and  his  pupils  moved  sluggishly  with  a  tendency  to  dila- 
tation; both  legs  were  partially  paralyzed,  but  the  loss  of  power 
was  most  marked  in  the  arm  and  leg  of  the  left  side.  He  was 
unable  to  stand,  and  was  barely  able  to  draw  up  his  lower  limbs  in 
bed  with  the  assistance  of  his  hands.  The  patella  reflexes  were 
absent  on  both  sides;  there  was  no  deflection  of  the  uvula  or 
apparent  contraction  of  the  facial  muscles.  The  bowels  were 
constipated  ;  micturition  was  not  affected,  there  being  neither  re- 
tention nor  incontinence.  The  temperature  was  depressed,  rang- 
ing between  97°  and  98°,  and  his  general  condition  was  anaemic. 
On  examination  the  wound  was  found  to  have  healed,  except  a 
circular  opening  about  a  quarter  of  an  inch  in  diameter,  sur- 
rounded by  flabby  granulations  and  giving  exit  to  a  small  amount 
of  watery  pus — such  an  opening  as  is  commonly  found  leading 
from  dead  bone.  By  palpation  over  the  thin  depressed  cicatrix 
a  fissured  fracture  of  the  skull  was  easily  demonstrated. 

A  horseshoe  incision  was  made  following  nearly  the  temporal 
ridge  to  the  middle  of  the  supra-orbital  ridge  on  the  right  side. 
The  tissues  were  dissected  up  and  the  pericranium  raised  to  fully 
expose  the  seat  of  fracture.  A  fissured,  depressed  fracture  was 
found,  the  depressed  bone  being  triangular  in  shape,  the  sides 
measuring  an  inch  ;  the  apex  directed  forward,  the  base  corre- 
sponding to  a  line  formed  by  the  anterior  border  of  the  parietal 
bone ;  the  upper  border  being  about  one-fourth  inch  below  the 
temporal  ridge.     The  depressed  bone  was  fissured  and  splintered 
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and  was  carious.  It  was  so  firmly  impacted  in  its  new  position 
that  it  was  impossible  to  raise  it  into  its  proper  place  with  the 
elevator.  The  crown  of  a  small  trephine  was  applied  close  to 
the  lower  border  of  the  fracture  and  a  button  of  bone  removed, 
thus  affording  working  room.  The  depressed  bone  was  cut  away 
with  Hoffmann's  rongeur  forceps.  It  was  soft  and  yielded  to  the 
instrument  readily.  The  skull  in  the  neighborhood  of  the  frac- 
ture, although  not  broken,  was  depressed  in  a  circumference  of 
half  an  inch  or  more,  so  that  it  became  necessary  to  remove  much 
more  than  the  bone  actually  fractured.  This  having  been  accom- 
plished the  dura  mater  was  examined  to  decide  the  question  as 
to  whether  it  should  be  incised  for  further  examination  of  the 
brain.  It  was  decided  not  to  proceed  further,  as  the  dura  mater 
did  not  appear  to  be  much  thickened  by  inflammatory  deposit, 
nor  was  it  depressed  or  adherent  so  far  as  could  be  discovered. 
The  flap  was  adjusted,  a  drain  of  catgut  having  been  previously 
put  in  position  from  one  angle  of  the  incision  to  the  other  and 
held  in  position  by  silk  sutures ;  the  wound  was  dressed  with 
iodoform  gauze  and  absorbent  cotton.  In  ten  days  the  boy 
walked  down  stairs,  and  in  one  month  from  the  date  of  operation 
was  playing  base-ball. 

4.  Another  reflection  prompted  by  these  cases  is  upon  one 
of  the  immediate  dangers  of  compound  fracture  of  the  skull — 
and  indeed  of  fractures  of  the  base.  Septic  inflammation  is 
common  to  all  wounds  not  guarded  by  proper  precautions,  but 
in  head  injuries  it  presents  difficulties  not  encountered  to  the 
same  degree  elsewhere,  because  of  the  inaccessibility  of  the 
skull  cavity.  Few  of  these  injuries  come  under  treatment 
immediately  after  their  occurrence,  and  to  a  greater  or  less 
extent  they  have  been  subjected  to  septic  influence. 

Wound  of  the  dura  mater  is,  therefore,  a  serious  complica- 
tion of  compound  fracture  of  the  skull,  because  it  admits 
germs  and  irritant  fluids  to  the  cranial  cavity,  and  thus  leads 
to  septic  meningitis,  the  great  cause  of  death  in  compound 
fractures  not  immediately  fatal  from  injury  to  the  brain. 
This  danger  of  course  does  not,  or  ought  not  to  operate  to  the 
same  degree  when  the  dura  is  opened   by  the  surgeon  under 
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proper  precautions,  but  when  infection  has  occurred  at  the 
time  of  the  injury,  or  the  wound  has  been  exposed  to  such 
influence  before  it  comes  under  treatment,  the  difficulties  are 
manifestly  increased. 

It  is  probably  true  that  the  chances  of  rendering  any  wound 
aseptic  diminish  in  proportion  to  the  length  of  time  that  has 
elapsed  from  its  occurrence  to  the  application  of  the  proper 
means  for  its  protection.  The  longer  the  interval  the  greater 
the  difficulty  of  attaining  even  partial  protection,  and  if  chem- 
ical antiseptics  must  be  used  on  the  wound  their  strength  must 
be  increased  in  proportion  to  the  time  of  exposure  of  the 
wound. 

Case  III.  illustrates  the  danger  of  the  occurrence  of  septic 
meningitis  and  the  inability  to  arrest  it  by  justifiable  antiseptic 
measures.  Drainage  would  be  our  only  resource  in  this  emer- 
gency, with  the  free  flushing  of  the  cranial  cavity.  Can  this  be 
attained  by  justifiable  surgical  procedure?  is  a  question  that 
has  presented  itself  after  a  study  of  this  case ;  and  if  so,  in 
what  manner  can  it  be  accomplished  ?  This  is  not  a  new  sug- 
gestion ;  in  the  American  Text-book  of  Surgery  it  is  proposed 
in  "rare  cases"  of  fracture  of  the  base  of  the  skull,  that  the 
ordinary  means  of  attaining  asepsis  "approximatively"  may 
be  added  to  by  drainage-tubes  inserted  into  the  cranial  cavity 
through  the  nostril,  if  need  be  by  puncture  of  the  cribriform 
plate.  Similarly  it  is  suggested  for  draining  the  middle  fossa 
that  "the  skull  may  be  trephined  above  and  behind  the  audi- 
tory meatus."  Thorough  disinfection  and  drainage  must  be 
an  absolute  rule. 

Case  III.:  Its  history  and  results  have  suggested  the  lesson 
that  when  the  compound  fracture  at  the  time  it  comes  under 
treatment  is  probably  more  or  less  septic,  and  the  dura  mater 
has  been  opened,  a  counter-openiug  should  be  made  with  the 
trephine  at  the  most  dependent  part  of  the  skull,  above  or  be- 
low the  tentorium  as  the  case  may  require,  at  the  time  of  the 
primary  operation,  and  that  thorough  irrigation  should  be 
done  in  anticipation  of  the  occurrence  of  decomposition  in  the 
discharges,  and  the  supervention  of  septic  suppurative  men- 
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ingitis.  The  operation  would  not  add  much  to  the  gravity  of 
the  procedure,  and  reasoning  from  analogy  with  wounds  in 
other  cavities  and  parts  of  the  body  more  accessible  than  the 
skull,  the  procedure  is  more  than  justifiable  to  those  who 
believe  in  the  inherent  tendency  of  septic  inflammation  to 
spread  and  destroy  with  its  advance. 
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EXPERIENCE  WITH  TUBERCULAR 
PERITONITIS. 

By  T.  J.  Crofford,  M.D., 
Memphis,  Tenn. 


Case  I. — Mrs.  C,  aged  twenty-three  years,  married  one  year, 
no  children,  was  brought  to  me  on  December  7, 1890,  with  a  his- 
tory of  an  abdominal  inflammation.  The  abdomen  now  presented 
a  nodulated  enlargement  the  size  of  a  large  cocoanut,  midway 
between  the  umbilicus  and  pubes.  Several  members  of  her  family 
had  died  with  pulmonary  tuberculosis.  This,  together  with  her 
history  and  symptoms,  and  the  macroscopic  appearance  upon 
section,  makes  it  out  clearly  a  case  of  tubercular  disease.  A  full 
free  incision  was  made  down  to  the  purulent  collection.  Nothing 
was  removed.  The  pus  was  evacuated  and  the  pocket  kept 
packed  with  gauze.  She  improved  for  a  short  while,  when  a  new 
point  of  invasion  manifested  itself.  This  was  in  due  time  simi- 
larly dealt  with,  then  another  and  another,  until  some  six  or 
seven  points  had  been  opened.  It  has  now  been  nearly  three 
years  since  the  last  incision  was  made.  A  few  weeks  ago  she 
reported  to  me  on  account  of  an  uneasy  feeling  in  the  lower 
abdomen.  She  had  missed  two  menstrual  periods.  Upon  ex- 
amination she  was  found  to  be  about  three  mouths  pregnant. 
Her  general  health  is  good.  The  tissues  of  the  anterior  abdom- 
inal wall  did  not  appear  to  be  in  a  perfectly  healthy  condition,  likely 
to  some  extent  influenced  by  pressure  from  the  ascending  uterus. 
Yet  we  have  reason  to  believe  that  nothing  serious  will  arise  from 
this,  and  that  she  will  terminate  her  pregnancy  with  but  little 
inconvenience  from  this  source. 

Case  II. — Mrs.  R.,  multipara,  aged  twenty-eight  years.  Two 
years  ago  last  January,  abdominal  section  was  performed  by  a  pro- 
minent gynecologist.     Tubercular  peritonitis  was  diagnosticated. 
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The  incision  was  at  once  closed.  Nothing  was  removed  on  account 
of  the  nature  of  the  disease  and  the  adhesions  present.  The 
condition  of  the  patient  grew  gradually  worse,  the  abdomen 
filled  with  serum,  the  situation  was  very  unenviable,  although 
the  strength  and  general  appearance  kept  up  remarkably  well. 
She  was  brought  to  me  on  January  5,  1892 ;  the  abdomen  was 
reopened  by  making  an  incision  just  above  the  former  one  and 
extending  it  down  almost  through  the  old  one.  After  evacuating 
several  gallons  of  serous  accumulation  from  the  cavity,  the 
tubercular  deposits,  which  were  scattered  almost  entirely  through- 
out the  abdominal  cavity,  were  plainly  to  be  seen.  The  excessively 
tuberculous  tubes  and  ovaries  and  intestines  which  surrounded 
them  were  adherent  to  each  other  and  to  the  uterus  to  the  extent 
of  constituting  a  rounded  mass,  which  was  adherent  to  the 
abdomen  along  the  line  of  the  old  incision.  The  task  of  un- 
ravelling this  mass  required  nearly  an  hour,  and  in  four  places 
the  peritoneal  and  muscular  coats  were  stripped  off  the  small 
intestines,  which  were  at  once  repaired  by  fine  silk  and  a  cambric 
needle.  After  removal  of  the  tubes  and  ovaries,  the  abdomen 
was  carefully  but  thoroughly  washed  out  and  adhesions  between 
coils  of  intestines  broken  up.  A  glass  drainage-tube  was  placed 
down  posterior  to  the  uterus  and  the  abdomen  closed.  The  case 
ran  a  smooth  course  from  this  time  on,  and  she  went  to  her  home, 
150  miles  distant,  on  February  4th.  Since  then  her  condition  has 
been  variable.  At  one  time  she  will  write  that  she  is  rapidly 
being  restored  to  health,  then  again  that  her  condition  is  not 
so  favorable.  It  has  now  been  twenty-two  months  since  her 
operation.  Her  condition  has  gradually  improved  aud  we  have 
reason  to  hope  that  she  will  ultimately  be  entirely  restored  to 
health.  She  only  suffers  now  from  a  lymphangitis  down  the 
inner  side  of  the  left  leg,  which  existed  prior  to  the  operation 
and  is  likely  tuberculous  in  character. 

Case  III. — Mrs.  T.,  multipara,  aged  twenty-seven  years, 
married  five  years.  Had  been  in  poor  health  for  several  years 
past,  with  the  usual  symptoms  of  pelvic  inflammation.  Upon 
digital  examination  there  was  found  to  exist  diseased  appendages. 
On  each  side  of  the  uterus  was  an  enlargement,  in  size  somewhat 
near  the  fist.  There  was  nothing  to  indicate  tuberculous  disease 
beyond  her  family  history  and  pale  appearance.  Upon  section 
the  appendages  were  rolled   up,  adherent   to  the  surrounding 
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structures  and  studded  with  tuberculous  deposits.  They  were 
enucleated,  intestinal  adhesions  broken  up,  the  abdomen  washed 
out  and  drained.  She  got  well  promptly  from  the  operation,  and 
has  since  remained  in  good  health.  There  was  no  tubercular  in- 
filtration beyond  the  tubes  and  ovaries  and  contiguous  structures. 
Case  IV. — Mrs.  K.,  aged  forty-five  years,  was  admitted  to  my 
service  at  St.  Joseph's  Hospital.  The  abdomen  was  so  much 
distended  that  it  could  not  be  determined  whether  the  accumula- 
tion was  ascitic  or  whether  she  was  the  subject  of  an  abdominal 
tumor.  A  short  incision  was  made  in  the  usual  place,  midway 
between  the  umbilicus  and  pubes.  The  fluid,  which  proved  to 
be  ascitic,  was  evacuated.  There  was  no  tumor.  The  peritoneum 
was  sprinkled  over  with  tubercles  and  the  tubes  and  ovaries  were 
tuberculous  and  matted  to  surrounding  structures.  They  were 
removed.  The  patient  got  up  in  due  time  from  the  operation 
and  went  home.  For  a  time  she  seemed  to  be  well,  but  seven 
months  later  she  returned.  Upon  examination  there  was  thought 
to  be  an  accumulation  of  fluid  on  the  left  side,  on  a  line  with  the 
umbilicus,  but  her  vitality  was  so  thoroughly  sapped  after  her 
delay  in  the  second  coming,  that  no  further  operation  was  at- 
tempted. She  died  a  day  or  two  later.  Upon  a  post-mortem 
there  was  found  a  large  collection  of  sero-pus  to  the  left  of  the 
umbilicus,  bounded  in  front  by  the  abdominal  walls,  and  every- 
where else  by  the  agglutinated  small  intestines.  It  is  my  im- 
pression that  the  disease  began  in  the  tubes  and  ovaries  in  this 
case,  and  affected  the  peritoneum  secondarily.  In  the  operation 
the  tubes  and  ovaries  were  removed,  together  with  some  flakes  of 
tuberculous  tissue,  because  it  was  here  that  the  worst  condition 
presented.  The  case  seemed  to  be  one  of  acute  miliary  tuber- 
culosis at  the  time  of  the  operation,  and  there  was  no  tendency 
at  this  time,  nor  had  there  been  prior,  so  far  as  we  could  get  a 
history,  toward  a  sacculation  of  the  fluid.  It  had  only  been  two 
or  three  months  from  the  time  the  symptoms  first  manifested 
themselves  till  the  abdomen  was  enormously  distended  with  eight 
or  ten  gallons  of  fluid.  At  the  post-mortem,  which  was  made 
seven  months  later,  there  was  an  agglutination  of  the  small  in- 
testines, which  formed  the  sac  of  the  fluid  then  present,  say  one- 
half  gallon,  on  the  left  side  of  the  umbilicus.  It  now  presented 
the  appearance  of  a  more  chronic  form,  which  has  been  usually 
regarded  by  writers  as  another  variety  of  the  disease. 
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Case  *V. — Mrs.  K.,  aged  twenty-two  years,  married  more 
than  a  year,  no  children,  was  taken  sick  about  the  middle  of 
February,  1893.  Her  symptoms,  as  I  understand  them,  were 
not  unlike  those  of  typhoid  fever.  After  she  had  had  a  treat- 
ment of  some  four  weeks,  I  saw  the  case  and  pronounced  it  to  be 
pus  tubes,  but  of  course  could  not  tell  the  origin.  Tubercular 
disease  was  suspected  from  the  fact  that  her  mother  has  for  years 
been  the  subject  of  phthisis  pulmonalis,  and  her  little  brother  has 
had  excision  of  the  head  of  the  humerus  for  a  tuberculous  con- 
dition of  that  bone.  An  operation  was  declined  until  some  six 
weeks  later,  when  the  situation  became  desperate.  She  was 
brought  into  my  private  sanitarium  at  9  a.m.  on  May  14th.  Ab- 
dominal section  was  performed  one  hour  later.  The  pelvis  was 
one  mass  of  adhesions.  A  cheesy  pus  was  everywhere  to  be 
found  upon  a  separation  of  these  adhesions.  Tuberculous  de- 
posits were  to  be  seen  upon  all  the  serous  surfaces  that  were  free. 
A  thorough  enucleation  was  done,  intestinal  adhesions  were 
separated,  the  abdomen  was  washed  out  and  drained  by  means 
of  a  glass  tube  and  a  large  gauze  pack,  the  latter  being  necessary 
on  account  of  the  hemorrhage.  After  a  prolonged  suppuration 
she  got  up.  There  existed  for  quite  a  while  an  opening  into  the 
pelvis  where  the  gauze  was  located.  There  was  also  an  opening 
into  the  vaginal  summit,  into  this  track  made  by  the  gauze,  which 
was  very  slow  to  heal.  The  skin  also  was  very  slow  in  covering 
the  incision  throughout  its  length,  but  both  sinuses  have  recently 
healed  and  healthy  skin  ha3  covered  over  the  incision,  and  I  re- 
gard her  as  perfectly  cured.  She  has  gained  twenty-six  pounds 
in  weight  and  is  leading  an  active  life. 

Case  VI. — Mrs.  M.,  aged  forty-five  years,  was  seen  by  me  on 
May  1,  1893.  The  abdomen  was  considerably  enlarged  and  had 
presented  a  history  of  growth  as  gradual  as  an  ovarian  tumor. 
Yet  the  pain  and  exhaustion  were  much  severer  than  that  ordi- 
narily attending  an  ovarian  tumor.  No  opinion  as  to  the  nature 
of  the  disease  was  given.  The  necessity  of  a  section  was  ex- 
plained. On  May  10th  the  abdomen  was  opened,  the  ascitic 
fluid,  about  two  gallons  in  quantity,  was  evacuated,  and  a  tuber- 
culous mass  consisting  of  a  tube,  ovary,  and  omentum,  the  size  of 
a  small  cocoanut,  studded  with  tubercles  and  filled  with  cheesy 
material,  was  liberated  and  removed.  The  cavity  from  which 
this  tumor  was  removed  was  packed  with  gauze  on  account  of 
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the  hemorrhage;  a  glass  drainage-tube  was  introduced -into  the 
cul-de-sac.  During  the  operation  an  examination  was  made  of 
the  abdominal  contents  higher  up.  The  peritoneum  was  very 
much  thickened  and  tuberculous  tags  hung  from  its  surface- 
The  liver  was  found  to  be  large  and  excessively  bard,  so  much 
so  as  to  cause  us  to  believe  there  was  cirrhosis  of  this  organ.  It 
is  worth  while  in  this  connection  to  state  that  Osier  in  his  recent 
work  makes  mention  of  the  fact  that  tuberculosis  of  the  perito- 
neum is  frequently  a  final  termination  of  cirrhosis  of  the  liver. 
The  abdomen  was  closed,  and  for  more  than  two  weeks  she  took 
nourishment,  appropriated  it,  and  gained  considerable  vitality 
and  strength  and  looked  as  if  she  would  get  up.  At  the  expira- 
tion of  two  weeks  her  stomach  became  deranged,  jaundice  super- 
vened, and  she  died  a  few  days  later  of  symptoms  referable  to 
the  liver. 

Case  VII. — Mrs.  R.,  aged  thirty-five  years,  was  first  seen  by 
me  in  the  early  part  of  June,  1893.  Her  health  had  been  below 
par  for  some  years,  and  she  gave  the  history  of  having  had  pelvic 
inflammation  due  to  diseased  appendages.  There  was  a  con- 
siderable mass  to  the  left  of  the  uterus.  A  section  was  advised. 
On  June  19th  the  operation  was  performed.  The  peritoneum 
was  thickened  to  the  extent  of  an  inch  or  more,  and  tags  an  inch 
or  more  in  length  hung  from  its  free  surface.  The  appendages 
were  universally  adherent  and  the  tubes  studded  with  tuberculous 
material  and  filled  with  cheesy  pus  similar  to  that  described  in 
some  of  the  other  cases.  The  adhesions  were  broken  up  and  the 
appendages  removed.  The  abdomen  was  here  packed  with 
gauze  to  promote  drainage  and  to  control  hemorrhage.  She  has 
progressed  only  fairly  well.  At  one  time  she  would  appear  as  if 
she  would  get  well  in  a  short  while,  at  another  she  would  be  very 
much  depressed  and  look  as  if  she  would  not  recover.  Although 
there  is  pretty  firm  union  of  the  incision  for  the  greater  part  of 
its  length,  yet  the  skin  is  still  ununited.  There  are  two  small 
fecal  fistulre,  one  on  either  side  corresponding  to  the  top  stitch, 
proving  that  there  are  adhesions  between  the  small  intestines  and 
the  abdominal  parietes.  There  is  an  opening  down  into  the 
pelvis  where  the  gauze  was  packed,  which  has  shown  but  little 
disposition  to  heal.  Whilst  this  lady  is  able  to  sit  up  a  portion 
of  each  day,  and  whilst  her  appetite  and  digestion  seem  to  be 
very  good,  yet  her  assimilation  is  poor,  she  has  a  daily  afternoon 
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temperature,  and  I  am  very  much  afraid  that  she  will  ultimately 
wear  out  from  the  involvement  of  the  intestines  by  the  tubercu- 
lous disease.     However,  she  may  yet  recover. 

Some  things  observed  in  connection  with  these  cases : 

The  so-called  acute  miliary  variety,  with  its  associated  ten- 
dency to  ascites,  was  excellently  shown  in  Case  II.,  and  also, 
but  to  a  less  extent,  in  Case  IV.  at  the  time  of  her  admission. 

The  so-called  chronic  variety,  with  its  disposition  to  thicken 
the  peritoneum  and  form  peritoneal  tags,  was  exhibited  in 
Cases  VI.  and  VII.  Its  tendency  to  caseate  and  ulcerate  has 
been  shown  later  in  Case  VII.,  in  which  there  exists  at  this 
time  two  fecal  fistulas  corresponding  to  the  two  sides  of  the 
upper  suture  of  the  incision.  This  latter,  Case  VII.,  has 
never  manifested  any  tendency  toward  acuteness,  and  there  has 
never  been  an  effusion  of  any  consequence  in  quantity. 

Case  I.  exhibited  that  variety  of  tumor  known  as  omental, 
which  is  formed  by  a  gradual  puckering  of  the  great  omentum 
till  a  nodulated  tumor  lies  across  the  abdomen  in  front  of  the 
transverse  colon. 

Case  VI.  illustrates  its  association  with  a  tumor  of  the  tube, 
from  which  the  peritoneum  may  have  become  secondarily 
affected. 

Case  IV.  presented  a  sacculated  tumor  at  the  time  of  her 
death,  as  evidenced  by  the  autopsy,  filled  with  sero-purulent 
fluid,  which  was  bounded  in  front  by  the  abdominal  parietes 
and  everywhere  else  by  agglutinated  intestines. 

Cases  III.,  V.,  VI.,  and  VII.  illustrate  the  formation  of  a 
tumor  by  the  matting  together  of  the  tube,  ovary,  omentum, 
and  intestinal  coils.  That  this  variety  of  tumor  may  become 
of  considerable  size  is  evidenced  by  Cases  V.,  VI.,  and  VII. 

Case  IV.,  at  the  time  of  her  death,  when  the  intestines 
formed  by  their  adhesions,  one  with  another,  wrould  have  been 
classed  with  the  chronic  variety  of  the  disease,  whereas  seven 
months  prior,  at  the  time  of  her  admission  and  operation, 
it  would  have  been  denominated  acute  miliary  tuberculosis  of 
the  peritoneum,  for  there  was  then  eight  or  ten  gallons  of  fluid 
in  the  abdomen. 
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There  has  been  but  one  of  these  cases  (Case  I.)  in  which  the 
Fallopian  tube  was  not  involved.  One  of  the  cases  had  no 
involvement  of  the  peritoneum  except  in  close  proximity  to 
the  tube  (Case  III.) 

Case  V.  closely  simulated  typhoid  fever  in  its  clinical  history. 

A  diagnosis  of  any  of  the  above  cases  with  any  degree  of 
certainty  was,  with  me,  an  impossibility.  The  onset  may  be  so 
sudden,  as  far  as  the  development  of  symptoms  is  concerned, 
as  to  be  not  different  from  the  ordinary  acute  peritonitis. 
Then,  again,  its  development  may  be  so  insidious  and  painless 
as  not  to  present  a  single  symptom  of  abdominal  disease.  It 
has  been  mistaken  for  gastric  ulcer.  It  has  been  diagnosticated 
typhoid  fever.  The  abdomen  may  in  one  case  be  tympanitic, 
in  another  ascitic.  The  fluid  in  one  case  may  be  clear  serum, 
in  another  bloody,  and  in  a  third  purulent.  The  temperature 
may  be  elevated  in  one  case,  normal  in  another,  and  subnormal 
in  another. 

Of  the  seven  cases  all  rallied  and  recovered  from  the  opera- 
tion. One,  Case  VI.,  died  early  in  the  third  week,  likely 
from  tubercular  cirrhosis  of  the  liver,  which  existed  prior  to 
the  operation.  Another,  Case  IV.,  died  in  the  seventh 
month,  of  an  involvement  of  the  abdominal  viscera ,  and  a 
third,  Case  VII.,  which  has  lived  five  months,  will  probably 
ultimately  die  from  an  involvement  of  the  intestines  by  the 
disease.     She  may,  however,  recover. 

When  we  take  into  consideration  the  fact  that  two  of  these 
cases  were  placed  upon  the  operating-table  with  a  pulse  of  150, 
that  two  others  were  toned  up  under  the  hypodermatic  use  of 
strychnine  before  they  could  be  counted  in  a  condition  to  be 
operated  upon,  and  that  not  one  of  the  seven  was  in  anything 
like  good  condition  for  operation  ;  then  when  we  take  into 
consideration  the  amount  of  traumatism  practised  in  order  to 
enucleate  and  remove  the  diseased  structures,  we  are  forced  to 
the  conclusion  that  the  mere  fact  of  the  disease  being  tubercu- 
lous in  character  does  not  make  the  operation  in  its  immediate 
results  any  more  dangerous  than  if  the  disease  were  not  of  this 
nature. 


T.  J.  CROFFORD.  377 

Four  of  these  cases  are  up  attending  to  their  household 
duties  and  enjoying  life.  One  case  is  perfectly  cured  (Case 
III.).  Another,  Case  I.,  is  practically  well,  and  pregnant. 
Another,  Case  II.,  is  well  all  except  a  lymphangitis  of  the  left 
leg,  which  is  due  to  an  involvement  likely  tubercular  in  char- 
acter, which  existed  prior  to  the  operation.  Another,  Case  V., 
is  up  attending  to  her  household  duties  aud  has  gained  twenty- 
six  pounds.  It  was  quite  a  while  before  the  skin  uuited  over 
the  incision.  The  opening  down  into  the  pelvis  and  the  sinus 
in  the  vaginal  vault  were  very  tardy  in  healing,  but  they  have 
at  last,  eight  months  after  the  operation,  healed.  I  see  no 
reason  why  this  case  should  have  any  further  trouble. 

In  all  these  cases  the  promptness  and  thoroughness  of  the 
recovery  has  been  proportioned  to  the  earliness  of  the  operation. 

For  the  purpose  of  eliciting  the  opinions  of  those  present, 
I  am  going  to  ask  the  following  : 

1.  When  the  disease  spreads  over  the  surface  of  the  peri- 
toneum and  ascites  and  an  acute  course  results,  is  this  because 
the  disease  is  inherently  different,  or  is  it  because  the  condi- 
tions are  not  favorable  for  a  shutting  in  of  the  disease  by  an 
agglutination  of  the  affected  surfaces  ? 

2.  When  a  more  chronic  course  ensues  is  it  because  the 
infection  is  different,  or  is  it  because  the  diseased  surfaces  be- 
come adherent,  wall  in,  and  give  nature  a  chance  to  isolate  the 
disease  and  triumph  over  it? 

3.  Is  there  then  a  difference  in  the  affection  per  se,  or  merely 
a  difference  in  the  soil  upon  which  the  seeds  fall  ?  Or  can  the 
difference  be  explained  by  the  presence  of  surfaces  favorable 
to  adhesions  ? 

In  the  foregoing  paper  we  have  steered  clear  of  all  specula- 
tion, but  upon  the  contrary  have  confined  our  remarks  to  a 
concise  report  of  all  the  cases  of  this  disease  that  we  have  en- 
countered, and  have  only  deduced  lessons  which  have  been 
furnished  by  these  seven  cases.  It  is  very  evident  that  tuber- 
cular peritonitis  is  an  operable  disease.  If  taken  early  and 
the  diseased  structures  thoroughly  removed  and  the  abdomen 
thoroughly  irrigated,  can  be  cured.     Let  us  hope  that  these 


378  TUBERCULAR  PERITONITIS. 

conditions  may  yet  become  curable  by  the  surgeon,  like  many 
other  conditions  formerly  regarded  as  hopeless,  yet  now  re- 
lieved by  operative  interference.  This  disease  is  in  its  forma- 
tive stage.  The  lines  that  are  to  guide  us  have  not  yet  been  fully 
laid  down,  but  are  to  be  determined  in  the  future.  A  litera- 
ture is  being  created.  What  has  been  and  what  is  being  done 
in  the  way  of  operations  for  relief  and  the  results  therefrom 
are  the  desirable  things  to  be  known.  Iu  my  opinion  the  honest 
report  of  cases  will  outweigh  in  value  all  the  theories  and 
speculations  imaginable. 

Conclusions. 

1.  Tubercular  peritonitis  is  an  operable  disease. 

2.  The  immediate  danger  from  the  operation  is  not  mate- 
rially influenced  by  the  character  of  the  inflammation. 

3.  An  early  operation  is  of  greatest  value. 

4.  The  chronic,  or  slowly  progressing  variety,  offers  the 
best  indications  for  surgical  interference. 

5.  When  the  primary  deposit  is  in  the  tubes,  which  Winckel 
declares  to  be  in  50  per  cent,  of  the  cases,  an  early  salpingotomy 
will  cure  the  disease. 

6.  Operations  later  in  the  disease  will  frequently  prolong 
life  and  possibly  cure. 


SOME  IMPORTANT   CONSIDERATIONS   IN  THE 

MANAGEMENT   OF   CASES   AFTER 

CCELIOTOMY. 


Br  Walteii  A.  Crowe,  M.D., 
Atlanta,  Ga. 


My  excuse  for  presenting  a  paper  before  this  audience  of 
intelligent  surgeons  is  to  elicit  an  expression  of  opinion  based 
upon  observation  in  the  class  of  cases  referred  to  in  the  head- 
ing of  this  paper. 

I  will  consider  this  subject  under  the  following  heads,  viz. : 
Shock,  hemorrhage,  drainage,  condition  of  the  bowels,  pelvic 
induration  at  the  seat  of  operation,  secondary  nervous  symp- 
toms. 

Shock. — This  and  the  second  heading,  hemorrhage,  I  am 
very  much  inclined  to  consider  together,  from  the  fact  that  in 
the  first,  shock,  we  are  more  than  likely  to  encounter  hemor- 
rhage, if  there  has  been  the  least  indurated  surface  exposed 
by  the  breaking  up  of  adhesions,  etc.,  during  the  course  of  the 
operation ;  and  secondly,  in  severe  after-hemorrhage  we  always 
have  manifestations  of  shock. 

The  causes  of  shock  may  be  classed  as  follows :  Debilitated 
condition  of  the  patient  at  the  time  of  the  operation,  prolonged 
anaesthesia,  traumatism,  exposure  of  the  intestines,  loss  of 
blood.  The  first  condition  here  mentioned  is  one  in  which 
we  are  very  often  helpless,  from  the  fact  that  a  good  percent- 
age of  these  cases  require  immediate  interference,  otherwise  it 
should  always  be  the  endeavor  of  the  surgeon  to  put  his 
patient  in  the  best  possible  condition  before  operating.  Pro- 
longed anaesthesia  is  to  be  avoided  in  any  case,  if  possible, 
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still  it  should  be  borne  in  mind  that  thoroughness  should  be 
the  first  consideration  when  brought  within  safe  limits.  The 
treatment  of  these  and  the  other  conditions  named  above,  is 
stimulants ;  by  frictions  to  the  surface  of  the  body,  also  hypo- 
dermatic injections  of  whiskey,  nitroglycerin,  morphine,  and 
strychnine,  warmth  to  the  extremities  by  hot  bottles  and 
flannels,  the  injection  of  hot  saline  solutions  in  the  bowels, 
elevating  the  foot  of  the  bed,  inhalation  of  oxygen  gas,  and 
transfusion  where  there  is  a  great  loss  of  blood. 

In  considering  hemorrhage,  I  wish  to  direct  attention  to 
two  conditions :  general  debility  and  exposed  raw  surfaces. 
No  surgeon  is  justified  in  closing  the  abdomen  of  the  patient 
whose  general  condition  is  reduced  very  much,  while  there  is 
any  marked  oozing  of  blood,  from  the  fact  that  the  exhausted 
condition  favors  capillary  oozing.  A  case  illustrating  this 
condition  came  under  my  observation  a  few  months  since. 

Mrs.  T.,  aged  twenty-five  years,  light  hair  and  eyes,  was  very 
much  reduced  in  health  and  strength  from  prolonged  sickness, 
but  she  did  not  have  any  rise  of  temperature  at  the  time  of  the 
operation,  and  was  able  to  go  about,  but  suffered  great  pain.  I 
was  called  in  consultation  to  see  her  in  regard  to  the  advisability 
of  an  operation.  Her  condition  was  one  that  justified  operative 
interference.  This  was  made  almost  imperative  by  her  environ- 
ments. I  could  find  nothing  that  positively  contra-indicated  a 
successful  operation ;  still  I  was  very  much  impressed  by  a 
peculiar  expression  of  her  face.  It  was  more  or  less  flushed, 
rather  suggestive  of  pulmonary  complications  ;  still  an  examina- 
tion failed  to  elicit  anything  of  the  kind.  At  the  time  of  the 
operation  I  noticed  the  following  conditions :  She  took  ether 
rather  badly ;  the  first  incision  was  a  bloody  one,  but  soon  con- 
trolled. After  a  lapse  of  fifteen  to  twenty  minutes  a  general 
capillary  oozing  took  place  from  the  entire  cut  surface.  This 
was  soon  controlled  by  hot  sponges,  but  returned  again  in  ten  or 
fifteen  minutes.  The  adhesions  were  not  great,  and  the  tubes 
and  ovaries  were  removed  without  difficulty.  It  was  thought 
best  to  Avash  out  with  plain  sterilized  hot  water.  This  com- 
pletely controlled  the  capillary  bleeding,  the  water  returning 
clear.     The  surface  was  examined  for  bleeding-points,  but  none 
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were  found.  The  abdominal  stitches  were  placed,  but  before 
closing  a  sponge  was  again  passed  into  Douglas's  cul-de-sac 
to  be  sure  about  the  bleeding.  It  showed  that  there  was  still 
blood  escaping.  Again  hot  water  was  used,  washing  out  the 
clots,  and  then  packed  the  pelvis  with  hot  sterilized  sponges ; 
allowed  to  remain  ten  minutes,  then  brought  away,  and  abdo- 
men closed,  drainage-tube  in  lower  angle.  She  came  from  under 
the  anaesthetic,  but  in  half  an  hour  afterward  gave  evidence  of 
bleeding.  This  was  pumped  out  by  a  suction  syringe  as  it  came 
in  the  drainage-tube;  and  I  was  told  by  the  operating  surgeon, 
who  gave  her  his  personal  attention,  that  it  did  not  exceed  two 
drachms  in  half  an  hour,  when  it  was  again  removed.  Stimu- 
lants and  restoratives  were  faithfully  given  and  applied,  still  she 
gradually  sank  and  passed  away  in  about  ten  hours,  exsan- 
guinated. 

I  have  dwelt  upon  the  details  of  this  operation,  for  I  am 
sure  it  illustrates  a  class  of  cases  that  non-operative  interfer- 
ence alone  will  save. 

In  all  cases,  as  a  rule,  where  secondary  hemorrhage  takes 
place,  the  abdomen  should  be  reopened  and  thoroughly  irri- 
gated, washing  out  all  the  blood-clots  ;  then  tie  off  the  bleed- 
ing-points, if  possible;  otherwise  pack  the  pelvis  with  iodoform 
gauze,  and  allow  to  remain  for  twenty-four  hours. 

Drainage. — The  ideal  operation  is  one  in  which  the  tech- 
nique is  so  complete  as  to  justify  the  immediate  closure  of  the 
abdominal  incision ;  still  it  must  be  admitted  by  all  surgeons 
that  thorough  drainage  is  our  safety-valve  where  septic  infec- 
tion is  possible ;  so  it  has  well  been  said  that,  "Whenever  you 
are  in  doubt,  always  drain."  The  means  of  doing  this,  with- 
out introducing  septic  germs,  requires  careful  and  painstaking 
consideration.  The  most  common  of  these  methods  is  perhaps 
the  use  of  drainage-tubes  of  glass,  aluminium,  and  rubber. 
The  first  two  are  preferable ;  still  I  have  used  a  rubber  tube 
with  satisfactory  results ;  also  have  seen  it  used  by  eminent 
abdominal  surgeons  of  this  country.  The  drainage  with 
iodoform-gauze  strips  is  used,  and  I  think  especially  indi- 
cated in  some  cases  where  you  are  compelled   to  leave  an 
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extensive  oozing  surface.  I  am  inclined  to  restrict  the  gauze 
drainage  to  cases  in  which  the  packing  of  the  pelvis  is  neces- 
sary and  imperative.  It  should  be  removed  within  twenty- 
four  to  thirty-six  hours  after  the  operation.  The  objections 
raised  to  the  drainage-tube,  and  especially  the  gauze  drainage, 
in  these  cases,  are  first,  the  danger  of  infection  from  without ; 
and  secondly,  the  danger  of  leaving  a  fistulous  track,  or  a 
weakened  spot,  which  will  tend  to  the  formation  of  a  ventral 
hernia. 

Bowels. — It  is  perhaps  safe  to  say  that  the  condition  of 
the  bowels,  in  all  cases,  gives  the  surgeon  more  or  less  anxiety 
for  the  first  few  days,  until  flatus  has  passed  and  a  free  alvine 
evacuation  has  been  obtained.  The  fact  is,  we  consider  our 
patients  practically  convalescent  after  a  free  evacuation  and 
the  voluntary  escape  of  gas;  so  an  expression  upon  this  one 
point  I  hope  to  elicit,  feeling  that  it  will  result  in  much  good 
in  clearing  up  this  question  of  so  much  importance  to  all 
operators.  The  time  to  produce  an  evacuation  varies  with 
different  operators.  The  limits  are  usually  placed  from  twenty- 
four  hours  to  four  or  five  days.  My  observation  upon  this  is 
decidedly  in  favor  of  bringing  about  a  free  evacuation  not 
later  than  the  third  day.  The  earlier  we  can  accomplish  this, 
to  just  that  extent  we  lessen  the  possibility  of  intestinal 
adhesions,  which  will  bring  on  more  or  less  tendency  to  bowel 
obstruction.  My  plan  is  to  give  a  powder  of  calomel,  five 
grains,  with  soda  bicarbonate,  in  about  twelve  hours  after  the 
operation,  and  then  in  eight  or  ten  hours  to  begin  to  give 
salines.  In  a  majority  of  cases  this  will  be  satisfactory,  but 
in  quite  a  number  that  I  have  watched  it  only  produces 
violent  griping  pains,  very  much  to  the  discomfort  of  the 
patient  without  the  desired  result.  Under  just  such  conditions 
I  have  found  in  patients  who  are  not  strong,  that  these  pains 
have  a  tendency  to  increase  the  pulse  and  materially  decrease 
the  volume;  so  we  find  ourselves  confronted  by  a  condition 
that  is  by  no  means  pleasant ;  and,  especially  so  to  the  patient, 
for  it  is  the  beginning  of  a  siege  that  has  been  very  justly 
termed  "the  furies  of  an  abdominal  section." 
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Dr.  Goodell  says  that  in  one  desperate  case  he  saved  the 
patient  by  giving  repeated  hypodermatic  injections  of  atropine. 
Others  have  pushed  mercurials,  calomel,  to  enormous  doses — 
fifty  and  a  hundred  grains  and  more.  This,  with  repeated 
doses  of  salines,  together  with  copious  drastic  enemata.  My 
experience  has  led  me  to  adopt  the  following  plan, pro  renata, 
in  these  desperate  cases :  After  giving  the  regulation  dose  of 
calomel  and  soda,  followed  with  salines,  I  then  give  an  enema 
of:  sulph.  magnesia?,  §ij  ;  glycerin,  Sj  ;  turpentine,  Sss  ;  aqua?, 
ad  §iv.  This  I  inject  into  the  bowels  with  a  hard  rubber 
syringe  and  retain  for  twenty  minutes.  I  then  put  in  the 
bowel  the  female  attachment  of  an  ordinary  Davidson  syringe 
as  a  rectal  tube.  By  this  means  I  allow  the  free  passage  of 
gas,  also  favoring  the  peristaltic  movement  of  the  bowels, 
forcing  the  contents  through.  If  from  pain  or  exhaustion  the 
patient  is  weak,  pulse  feeble  and  quick,  I  give  hypodermatically 
every  four  or  six  hours:  sulph.  strychnin*,  gr.  g^;  sulph. 
atropine,  gr.  T|T,  until  I  get  a  decided  physiological  action  of 
the  drugs.  By  this  means  I  materially  increase  the  heart's 
action,  the  patient  becomes  more  comfortable,  and  so  far,  in 
several  desperate  cases,  have  never  failed  in  producing  the 
desired  result.  The  enemata  may  also  be  repeated  once  in 
eight  to  twelve  hours,  if  it  extends  over  that  time,  before  an 
evacuation  is  obtained. 

Pelvic  Exudation  at  the  Seat  of  Operation. — I 
am  sorry  to  say  that  very  little  has  ever  been  written  on  this 
subject  in  the  voluminous  and  numerous  articles  that  have 
appeared  in  print  on  pelvic  and  abdominal  surgery  for  the 
last  ten  years.  This  particular  condition  I  take  for  granted 
everyone  has  found  in  his  observation  of  these  post-oper- 
ative cases.  In  my  own  work  and  also  in  the  subjects  of 
others  whose  skill  I  would  not  question,  after  a  fair  per- 
centage of  these  cases  have  been  discharged,  for  the  immediate 
operative  interference,  there  still  remains  a  condition  which 
renders  the  patient  uncomfortable;  sometimes  amounting 
to  severe  pains,  and  sometimes  so  severe  as  to  necessitate 
a  second  opening  of  the  abdomen.     In  such  cases  you  will 
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almost  invariably  find  an  exudate  more  or  less  extensive  at 
the  point  of  operative  interference;  sometimes  involving 
extensive  intestinal  and  visceral  adhesions;  so  the  question 
naturally  suggests  itself:  Can  anything  be  done  to  prevent  this 
condition,  which,  to  say  the  least,  is  of  common  occurrence? 
I  am  inclined  to  answer  in  the  affirmative.  To  do  this,  after 
following  a  perfect  technique  at  the  time  of  operating,  I 
believe  necessitates  the  operator  keeping  his  patient  under 
his  observation  for  a  much  longer  time  than  he  is  usually 
accustomed  to  do.  To  begin  a  course  of  treatment  from  four 
to  six  weeks  after  the  operation,  and  keep  it  up  for  six  or  eight 
months,  upon  the  same  plan  as  we  treat  pelvic  exudate  from 
any  cause,  namely,  iodine  application,  boroglyceride  cotton 
tampons,  and  hot-water  douches,  as  suggested  by  Emmet, 
together  with  strict  precautions  against  undue  straining,  or 
over-exertion  of  any  kind,  will  largely  tend  to  mitigate  these 
very  troublesome  sequelae  which  often  make  it  questionable 
as  to  whether  or  not  we  have  benefited  the  condition  of  our 
patient  by  our  operative  interference,  and  has  led  a  number 
of  the  profession  to  question  the  ultimate  benefit  in  many 
cases  where  an  operation  offers  the  only  means  of  relief  from 
the  hands  of  the  surgeon. 

The  Secondary  Nervous  Symptoms. — These  are  of  the 
character  that  are  common  at  the  time  of  the  menopause.  A 
woman  naturally  expects  the  passing  of  this  period  to  be  the 
"  cure-all "  of  all  the  ailments  she  is  heir  to ;  but,  unfortu- 
nately for  her,  she  has  to  realize  in  a  great  many  cases  what 
has  aptly  been  termed  "the  disappointments  of  the  meno- 
pause." The  symptoms  most  commonly  included  under  this 
heading  are  hysterical,  neurotic,  and  vascular  disturbances,  and 
are  due  to  two  general  conditions:  first,  physiological,  that 
is  the  atrophy  and  inactivity  of  the  uterus  after  the  cessation 
of  the  menstrual  flux;  and  second,  pathological;  these  are 
referable  to  and  caused  by  a  pathological  condition  of  some 
parts  of  the  female  sexual  apparatus,  and  aggravated  by  such 
causes  as  intensifiy  uterine  disease ;  and  thereby  deflects  or 
impairs  the  normal  stimulant,  and    tends  at  once  to   some 
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reflex  functional  disturbance  elsewhere.  The  harmonious 
relation  that  naturally  exists  between  the  two  great  nerve- 
centres — the  brain  as  a  centre  of  the  cerebro-spinal,  and  the 
solar  plexus  as  the  centre  of  the  ganglionic  system — is  inter- 
fered with,  aud  we  get  a  train  of  symptoms  varying  in  inten- 
sity from  the  ravings  of  a  maniac  in  one,  to  the  transient 
flush  or  neurotic  twitch  of  another.  Now  what  can  we  do 
for  these  cases'?  To  elaborate  on  this  would  extend  this  paper 
far  beyond  its  proper  limits,  so  I  can  only  outline  the  course 
of  treatment:  First,  try  and  recognize  the  aggravating  causes 
before  operating;  and,  if  local,  try  aud  ameliorate,  or  remove 
as  far  as  possible  by  treatment ;  and  second,  after  operative 
interference  try  and  put  the  patient  under  the  most  favorable 
conditions  by  keeping  her  under  your  observations  for  restor- 
ing the  normal  functions  of  these  perverted  nervous  impulses. 
These  include  plenty  of  pure  air  and  sunshine,  "God's 
oxygen ;"  a  healthy  nutrition,  electricity,  baths,  massage,  etc., 
together  with  a  proper  use  of  nerve  sedatives,  such  as  the 
bromides ;  we  may  then  hope  to  materially  benefit  a  great 
many  of  these  cases  who  otherwise  would  fail  to  get  the 
results  often  promised  and  hoped  for  by  submitting  to  an 
operation  involving  cceliotomy. 


INJURIES   OF  THE   SPINE. 

By  E.  P.  S,iggs,  M.D., 
Birmingham,  Ala. 


Perfect  cleanliness  in  the  management  of  operative 
wounds  has  made  it  possible  to  invade  regions  of  the 
human  organism  that  were  hitherto  regarded  as  totally 
inaccessible  by  even  the  boldest  operators.  The  results  of 
operations  upon  the  spinal  cord  or  its  membranes  for  dis- 
ease or  injury  prior  to  antisepsis  were  so  discouraging  that 
they  were  abandoned  by  nearly  all  surgeons.  A  successful 
case  reported  by  Dr.  Macewen,  of  Glasgow,  in  1888,  marked 
the  beginning  of  a  new  epoch  in  this  particular  field  of  the 
surgeon's  art.  Recently  Dr.  William  White,  under  whose 
hands  mainly  the  modern  operation  was  evolved,  has  made 
an  excellent  report  of  quite  a  number  of  successful  cases. 
His  results,  together  with  a  number  of  cases  reported  by 
others,  go  to  show  that  extensive  resection  of  the  lamina  may 
be  accomplished  without  materially  impairing  the  strength  or 
utility  of  the  spine ;  that,  under  modern  antiseptic  precau- 
tions, the  danger  of  consecutive  inflammation  of  the  cord  and 
membranes  is  no  longer  to  be  feared  ;  that  hemorrhage  is 
not  difficult  to  control  by  moderate  and  prolonged  pressure  ; 
that  the  escape  of  spinal  fluid  is  not  a  very  serious  complica- 
tion. Then,  the  only  ground  for  objection  to  operative  inter- 
ference in  injuries  from  traumatism  is  the  difficulty  of  deter- 
mining accurately  the  nature  and  extent  of  the  damage  to  the 
cord.  Because  of  the  comparative  safety  of  the  operation,  the 
low  mortality  following  it,  and  because  of  the  fact  that,  in  a 
large  proportion  of  the  recorded  cases,  fracture  of  the  posterior 
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arch  or  a  dislocation  existed,  aud  that,  too,  when  there  was  no 
deformity  or  other  positive  evidence  of  the  condition,  I  can- 
not avoid  subscribing  to  the  opinion  that  the  doubt  should 
weigh  in  favor  of,  rather  than  contra-indicate,  an  operation. 
It  is  well  that  it  should  be  borne  in  mind  that  these  cases 
nearly  all  die  when  treated  expectantly  or  by  extension.  And, 
therefore,  the  rule  formulated  by  Lowenstein,  namely,  "  that 
several  weeks  should  elapse  to  allow  Nature's  unaided  effort 
to  attempt  repair,"  should  no  longer  be  regarded  as  a  warrant- 
able surgical  procedure.  The  best  results  are  to  be  expected 
only  when  the  operation  is  made  immediately  after  the  injury. 
To  sit  quietly  by  in  the  soft  shadows  of  Providence  with  these 
cases  and  allow  them  to  run  their  course  before  relief  by 
operation  is  attempted  is  not  in  conformity  with  the  teaching 
of  modern  and  progressive  surgery. 

In  the  early  part  of  June,  1893, 1  assisted  Dr.  Wyman,  of 
Birmingham,  in  operating  on  a  negro  miner  who  had  re- 
ceived a  spinal  injury  eight  weeks  previously,  while  digging 
coal,  which  produced  paralysis  of  both  motion  and  sensation 
below  the  distribution  of  the  last  dorsal  nerve.  There  was 
incontinence  of  urine  with  purulent  cystitis  aud  no  control 
over  bowels.  The  sloughs  were  very  extensive  and  the 
patient's  body  extremely  offensive.  The  fractured  and  de- 
pressed lamina  of  the  second  lumbar  was  removed  and  the 
cord  found  completely  atrophied  aud  disorganized.  Of  course, 
no  hope  of  a  beneficial  effect  was  entertained.  The  man  died 
about  fifteen  hours  later.  The  following  day  I  operated  on 
A.  G.,  who  had  been  injured  four  days  before  in  the  same 
manner  as  the  case  just  reported.  He  also  was  completely 
paralyzed,  with  the  usual  bladder  and  rectal  symptoms.  An 
examination  revealed  considerable  tenderness  over  the  last 
dorsal  and  first  lumbar  vertebra,  with  a  noticeable  separation 
of  the  spinous  processes  without  marked  lateral  deviation.  I 
operated  according  to  the  method  advised  by  Dr.  White.  After 
separating  the  tissues  on  each  side  of  the  spines  and  exposing 
the  arches  by  means  of  stout,  broad  retractors  it  was  perfectly 
apparent  that  fracture  had  occurred  through  the  lamina,  close 
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to  the  spinous  process  on  one  side,  and  luxation  with  frac- 
ture through  the  articular  process  of  the  opposite  side  of  the 
last  dorsal.  Thus,  the  posterior  arch  was  almost  completely 
detached  and  was  driven  down  and  pressing  upon  the  cord. 
I  removed  this  fragment  together  with  posterior  arches  of  the 
vertebra  above  and  below.  The  membranes  were  greatly 
lacerated  and  the  cord  intensely  congested.  A  free  oozing  was 
soon  controlled  by  moderate  pressure  with  iodoform  gauze. 
A  small  drainage-tube  was  introduced  and  the  wound  closed 
by  deep  catgut  and  superficial  silkworm-gut  sutures.  The 
cerebro-spinal  fluid  continued  to  escape  for  two  weeks  after 
the  operation,  when  the  wound  healed  nicely.  There  was  no 
discomfort  whatever  attributed  to  the  operation.  Small 
sloughs  formed  over  each  trochanter  major  about  ten  days 
after  the  operation,  but  began  to  heal  very  soon  and  in  a  few 
weeks  were  entirely  well.  At  the  end  of  the  fourth  week  the 
patient  could  move  each  foot  slightly  and  sensation  had  ex- 
tended to  the  knees.  Since  that  time  the  improvement  has 
progressed  but  little.  I  am  now  convinced  that  a  displace- 
ment of  the  body  of  the  vertebra  existed  and  the  compression 
was  only  partially  relieved.  I  believe  it  would  be  good  surgery 
to  attempt  to  reduce  the  luxation  by  direct  means  before  the 
laminae  are  removed.  This  might  be  successfully  accomplished 
by  grasping  the  spines  above  and  below  with  stout,  flat 
forceps,  and  by  the  leverage  thus  obtained — and  by,  at  the 
same  time,  extending  the  body — the  vertebra  can  be  guardedly 
forced  into  place,  when  a  plaster  jacket  applied  would  retain 
its  position. 

To  sum  up  the  points  that  chiefly  concern  us  in  this  report 
are  :  That  operations  for  spinal  injuries  should  be  done  imme- 
diately after  the  accident. 

And  when  luxation  has  occurred,  its  reduction  should  be 
attempted  by  guarded  but  forced  manipulation  directly  applied 
to  the  vertebrae  themselves. 
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